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Introduction 

EP  Global  Communications,  \nc. I  Exceptional  Parent  {EP)  magazine  began  the  Exeeptional 
Eamily  Transitional  Training  Program  (EETTP)  in  late  November  2006,  and  eontinues  the 
program  through  the  present  day  to  support  U.S.  Military  servieemen  and  servicewomen  who 
have  a  family  member  with  a  disability  or  special  need  as  well  as  the  many  physicians  and  allied 
healthcare  professionals  who  eare  for  them.  EPGE’s  initial  charge  and  mission  was  to  alleviate 
the  stress  felt  by  families  and  professionals  caring  for  loved  ones  with  speeial  needs  as  a  result  of 
frequent  and  extended  deployments  and  the  number  of  military  families  caring  for  loved  ones 
with  speeial  needs.  Today,  one  member  of  every  squad  in  the  Army  is  earing  for  someone  with  a 
disability  or  special  need.  Successfully  negotiating  this  mission  will  enhance  the  capability  of  the 
U.S.  Army  to  aehieve  full  unit  readiness.  EPGE  reeognized  that  readily  aeeessible  edueation, 
resources,  and  elear,  identifiable  support  eould  relieve  burden  and  improve  quality  of  life. 
EPGE’s  objeetive  was  to  reaeh  individuals  with  disabilities  as  well  as  their  immediate  and 
extended  family  members,  earegivers,  educators,  and  physical  and  mental  healthcare 
professionals  providing  eare.  EPGE  knew  that  delivery  of  information  via  print  and  eleetronie 
media  could  reach  broadly  across  installations,  and  that  the  benefits  could  also  be  experieneed  in 
the  civilian  sector  and  across  other  branches  of  the  military  in  a  global  outreach.  EPGE  considers 
this  initial  mission  accomplished,  based  on  the  expanded  outreaeh  of  the  program  and  its 
reeeptivity  by  other  branehes  of  service. 

Work  Review 

Overview:  2007-2008  -  Monthly  Print  Media  for  Families  and  Healthcare  Providers 

An  early  initiative  of  the  Exceptional  Eamily  Transitional  Training  Program  (EETTP)  was  to 
place  into  the  hands  of  families  and  professionals  oaring  for  a  loved  one  or  patient  with 
disabilities  or  speeial  needs  a  monthly  copy  of  EP  magazine.  This  was  so  that  military  families 
and  professionals  would  have  an  ongoing  souroe  of  support,  education,  and  resources  in  a  readily 
aeeessible  format.  Created  under  the  EETTP,  the  speeial  military  seotion  within  EP  magazine 
was  intended  to  address  the  needs  of  those  in  uniform  and  their  families  who  are  working  with 
the  ohallenge  of  a  member  with  speeial  needs  within  the  unique  lifestyle  of  the  military 
community.  Prom  16  initial  installations  slated  to  reeeive  EP  magazine  at  the  beginning  of  the 
EETTP,  demand  grew  to  the  eurrent  82  installations  and  military  contaets  worldwide  now 
reeeiving  the  magazine.  Installations  eontinue  to  ask  for  inereased  numbers  of  the  magazine. 
(See  the  survey  in  Appendix  VI.) 

During  the  eourse  of  the  program,  EPGE  has  added  new  professional  relationships  and 
eontributors  to  the  pages  of  its  military  section  and  has  continued  to  maintain  and  build  its 
previously  established  relationships.  This  allows  EPGE  to  offer  professional,  evolving 
perspectives  on  medical  and  mental  healtheare  issues  and  services.  EPGE  also  continues  the 
tradition  of  sharing  personal  stories,  ereating  a  window  of  insight  for  families  regarding  others’ 
struggles  and  triumphs  and  providing  support  and  reinforeement  for  the  daily  ehallenges  and 
rewards  involved  in  ongoing  care  for  a  loved  one  with  speeial  needs. 

Over  the  last  two  ealendar  years,  EPGE  has  published  298  pages  of  valuable  military-foeused 
editorial  eontent.  We  strongly  reeommend  that  several  options  be  considered  for  the  utilization  of 
this  eontent:!)  publish  all  of  it  in  book  format  and  distribute  it  to  base  libraries;  2)  ensure  that  the 
articles  are  eaptured  on  the  Army  database  for  easy  aceess  by  EEMP  Managers,  librarians,  and 
anyone  associated  with  military  affairs;  and  3)  store  all  of  this  on  dise  and  distribute  it  to  seleeted 
personnel. 


4 


2008 


Task  1:  Develop  and  deliver  monthly  print  media  to  families  and  healthcare  providers, 

EPGL  continued  its  mission  of  providing  an  eight-  to  twenty-four-page  speeial  military  seetion  in 
Exceptional  Parent  {EP)  magazine  eaeh  month,  with  military-speeific  artieles,  stories,  and  photos 
to  meet  the  unique  needs  of  military  families  and  medical  and  mental  healthcare  and  soeial 
serviees  professionals.  Eaeh  monthly  military  seetion  eontained  a  eustomized  military-seetion 
eover.  The  April  2008  issue  of  EP  magazine  featured  a  front-eover  story  of  a  military  family  and 
their  powerful  efforts  on  behalf  of  their  daughter  with  autism. 

EPGE  delivered  8,122  magazines  monthly  for  twelve  months,  expanding  its  delivery  from  62  to 
82  installations  and  military  eontaets  worldwide,  due  to  demand.  To  address  requests  that  it  had 
been  reeeiving,  EPGE  condueted  a  survey  in  July  to  determine  eurrent  needs  of  installations  and, 
with  agreement  of  the  Army,  developed  a  magazine  redistribution  plan  allowing  it  to  deliver  EP 
magazine  to  additional  installations  while  still  meeting  the  needs  of  installations  already  being 
served.  At  this  time,  EPGE  also  engaged  in  troubleshooting  to  help  determine  why  for  a  short 
period  of  time  some  installations  did  not  reeeive  their  allotted  number  of  magazines,  and 
diseovered  that  there  appeared  to  be  an  issue  at  times  with  the  bundled  delivery  of  magazines. 
This  seemed  to  eorreet  itself  when  the  eompany  bundling  the  magazines  used  stronger  materials  in 
the  bundling  proeess. 

The  survey  revealed  that  some  installations  were  demonstrating  a  eurrent  increased  need  for 
magazines,  due  to  additional  families  with  speeial  needs  being  identified.  Other  installations 
were  antieipating  a  need  for  an  inereased  number  of  magazines  due  to  upeoming  inereased  troop 
densities  and  a  greater  number  of  families  with  speeial  needs. 

The  survey  also  revealed  that  EEMP  Managers  and  Coordinators  were  enthusiastie  regarding  the 
tool  of  EP  magazine  to  deliver  to  their  families  and  professional  staff  Many  cited  their  efforts  to 
distribute  the  magazine  as  widely  as  possible,  both  within  the  environs  of  their  offiees  as  well  as 
by  delivering  the  magazine  on  foot  or  via  vehiele  to  various  loeations  on  base,  after  hours  when 
neeessary.  They  indieated  a  strong  desire  to  share  the  magazine  with  medieal  staff.  Some  of  the 
plaees  and  people  to  whieh  EEMP  Managers  and  Coordinators  indieated  they  were  delivering 
the  magazine  ineluded:  schools;  in-processing  eenters;  the  PX;  a  ehild  development  eenter; 
Children  and  Youth  Services;  early  intervention  programs;  chief  of  pediatries;  monthly  fairs, 
events,  and  aetivities;  a  developmental  pediatrieian;  and  the  Eamily  Resouree  Center  in  Army 
Community  Serviee  EEMP  offiees.  Regarding  the  various  issues  reeeived,  one  staff  member 
revealed:  “We  don’t  throw  them  away  -  they’re  used  for  reference  later.”  That  point  is 
eonsistent  with  EPGE’s  researeh  in  the  eonsumer/civilian  seetor,  where  over  80%  of  subscribers 
tell  us  they  do  not  throw  away  past  issues.  It  is  also  eonsistent  with  feedbaek  from  several 
aeademie  eenters  that  use  EP  as  a  referenee  tool  for  elasses  on  developmental  disabilities. 

Of  a  sampling  of  22  of  the  62  installations  receiving  the  magazine  (35  pereent),  8  installations 
indieated  a  need  for  additional  magazines,  either  now  or  in  the  foreseeable  future.  (Note:  5 
installations  (23  pereent  of  the  22  installations  being  surveyed)  were  not  available  to  respond  to 
the  survey.)  Thus,  36  pereent  of  22  installations  surveyed  (or  47  pereent  of  the  17  of  22 
installations  that  responded)  indicated  that  their  sites  needed  an  inerease  in  the  number  of 
magazines  being  reeeived.  The  total  inerease  in  the  number  of  magazines  being  requested  was 
1,760,  or  69  pereent,  whieh  would  inerease  the  total  from  3,425  now  being  received  to  5,185 
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among  these  sites.  No  sites  requested  a  deerease  in  the  number  of  magazines  being  reeeived. 
EPGL  hopes  to  work  with  the  Army  to  meet  the  inereased  requests  for  magazines  by  eurrent  and 
new  installations. 

EPGL  eontinued  to  build  its  relationships  with  other  professionals  and  organizations  serving  the 
unique  needs  of  people  with  disabilities  and  speeial  needs,  ineluding  regular  eontributions  from 
the  Military  Child  Education  Coalition™  (MCEC™),  Specialized  Training  of  Military  Parents 
(STOMP),  and  Health  Net  Eederal  Services  to  expand  its  comprehensive  selection  of  articles 
relevant  to  families,  caregivers,  and  professionals.  New  professional  relationships  were  formed 
that  will  continue  to  grow  in  2009.  EPGL  is  publishing  regular  contributions  from  May  Institute 
regarding  autism  as  well  as  the  impact  of  deployment  on  children  and,  as  a  result  of  its 
relationship  with  Reading  for  the  Blind  and  Dyslexic®  (RFBD),  EPGL  will  be  offering 
recordings  for  the  visually  impaired  on  its  Web  site  in  2009.  Experts  at  New  York  University’s 
Department  of  Psychiatry  have  lent  their  expertise  in  the  field  of  mental  health  issues,  including 
traumatic  brain  injury  (TBI),  brain  blast  injury,  post-traumatic  stress  disorder  (PTSD), 
depression,  anxiety,  and  substance  abuse,  thus  shedding  light  on  these  areas  of  difficulty  and 
need  for  returning  veterans,  their  families,  and  healthcare  professionals.  EPGL  has  also 
established  a  relationship  with  the  American  Pain  Foundation  and  its  Military Weteran  Initiative 
program  to  shed  light  on  the  challenging  issue  of  pain  experienced  by  many  returning 
servicemembers,  the  need  for  effective  pain  management,  and  the  impact  of  chronic  pain  on 
family  life,  ability  to  perform  daily  activities,  and  overall  physical,  mental,  and  emotional  health. 
This  relationship  will  be  expanding  in  2009,  with  several  articles  already  planned.  The  eighty- 
nine -year-old  Easter  Seals  organization,  with  whom  EPGL  maintains  a  strong  strategic 
relationship,  contributed  an  article  to  the  military  section  of  the  December  issue  of  EP  magazine 
and  will  be  contributing  more  articles  for  2009.  Easter  Seals’  Military  and  Veterans  Initiative 
focuses  on  the  lives  of  families  affected  by  injury  and  other  disabilities.  By  maintaining  an 
ongoing  relationship  with  Easter  Seals  and  its  special  military  and  veterans  program,  EPGL  will 
be  able  to  provide  information  about  Easter  Seals’  unique  programs  available  for  military 
families,  including  its  special  collaboration  with  the  National  Military  Family  Association’s  to 
host  the  Operation  Purple®  Summer  Camp  Program  to  provide  camping  experiences  for 
children  of  deployed  parents  as  well  as  Operation  Purple  Healing  Adventures  for 
servicemembers  with  disabilities  and  their  families. 

The  broad  offerings  within  the  military  section  of  EP  magazine  have  included  a  special  series 
about  traumatic  brain  injury  (TBI)  and  post-traumatic  stress  disorder  (PTSD),  including  personal 
stories  and  information  regarding  avenues  for  therapeutic  treatment;  parameters  and  treatments 
to  consider  when  seeking  care  for  autism;  a  special  “Just  for  Teens”  section  that  speaks  directly 
to  teens  and  their  experiences  as  they  adjust  to  a  family  member’s  deployment  or  return  home; 
information  about  the  inception  of  the  Soldier  and  Family  Assistance  Centers  (SFACs)  and  the 
Army  Family  Covenant;  Fisher  House™  homes  for  Wounded  Warriors;  a  family  with  a  daughter 
with  autism  whose  advocacy  is  helping  to  bring  about  change;  a  military  wife  and  mother  in  a 
wheelchair  whose  physician  husband  is  caring  for  servicemembers  in  Afghanistan  while  she 
cares  for  their  two  children  with  special  needs  at  home;  swim  therapy,  a  mother  of  twins  with 
autism  who  is  a  hospital  corpsman  and  cared  for  mothers  and  children  in  Iraq;  Easter  Seals’ 
special  Military  and  Veterans  Initiative  providing  unique  opportunities  and  support  for  military 
servicemembers  and  their  families;  and  a  community  support  system  working  with  veterans  to 
help  them  reintegrate  to  their  families,  workplaces,  and  communities  with  tools  to  help  them 
cope  with  physical  and  mental  healthcare  needs  and  provide  opportunities  for  employment. 

The  number  of  pages  in  each  month’s  military  section  of  EP  magazine  for  2008  follow: 


6 


EP  2008  Annual  Resource  Guide  -  1 1  pages  of  military  resources 

February  -  9  pages 

March  -  8  pages 

April  -  20  pages 

May  -  20  pages 

June  -  14  pages 

July  -  12  pages 

August  -  12  pages 

September  -  1 1  pages 

October  -  10  pages 

November  -  14  pages 

December  -  1 1  pages 

Over  the  course  of  the  calendar  year,  EP  published  152  pages  of  editorial  content  and  photos, 
focusing  on  military  life  and  the  unique  challenges  of  parenting  and  caring  for  children,  young 
adults,  or  other  loved  ones  with  special  needs. 

(See  Appendix  IX  for  each  month’s  military  section  of  the  magazine,  from  January  through 
December  2008  and  from  January  through  December  2007.) 

EPGL  continues  to  provide  information  to  military  families  and  professionals  informed  via  its 
Military  Channel  on  the  EPGE  Web  site.  Stories  have  included  information  regarding  new 
Department  of  Veterans  Affairs  (VA)  rules  for  housing  grants  that  aid  the  most  seriously  injured; 
the  VA’s  commitment  to  veterans  of  the  Global  War  on  Terror;  a  military  family’s  experience 
with  autism;  seeking  appropriate  school  resources  to  meet  a  child’s  needs;  helping  children 
during  a  parent’s  various  stages  of  deployment;  and  resources  from  the  Department  of  Defense 
and  other  government  and  civilian  organizations.  Readers  are  also  invited  to  send  their  story 
ideas  for  contribution  to  EP  magazine. 

EEMP  staff  and  families  continue  to  offer  praise  and  thanks  for  the  military  section  in  EP 
magazine  as  well  as  for  the  books  and  the  ongoing  support  of  EPGE  for  military  families  and 
healthcare  professionals.  (See  Appendix  VII  for  responses  to  the  EETTP.) 

2007 


(Note:  The  Task  number  for  this  same  deliverable  in  2007  was  Task  3.) 

Task  3:  Develop  and  deliver  monthly  print  and  electronic  media  to  families  and  other 
caregivers, 

EP  and  members  of  the  Advisory  Board  met  via  teleconference  with  representatives  from  each  of 
the  selected  installations  for  the  purpose  of  identifying  specific  topics  of  need  and  interest.  EP 
worked  in  conjunction  with  EEMP  Managers  and  organizations  such  as  the  Military  Child 
Education  Coalition™  (MCEC™),  Specialized  Training  of  Military  Parents  (STOMP),  Health 
Net  Eederal  Services,  and  Military  HOMEERONT,  as  well  as  installation  Public  Affairs  Officers 
(PAOs)  to  create  a  comprehensive  selection  of  articles  relevant  to  families,  caregivers,  and 
professionals. 
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Beginning  with  its  2007  EP  Annual  Resource  Guide,  a  resource  listing  over  3,000  organizations 
across  the  country,  EP  debuted  its  special  military  section.  Community  of  One  ~  From  Our 
Families  ...To  Your  Families.  This  first  military  section  in  the  resource  guide  included  contact 
information  for  Army  Community  Service  offices.  EP  distributed  over  8,000  copies  of  the  2007 
Annual  Resource  Guide  to  Army  installations  and  personnel. 

In  Eebruary,  EP  launched  the  military  section  within  the  pages  of  the  monthly  magazine.  Each 
military  section  includes  a  special  Army  cover  page  with  family  and  Soldier  photos. 

The  broad  offerings  within  the  military  section  have  included  information  about  the  opening  of 
the  Center  for  the  Intrepid,  the  Individuals  with  Disabilities  Education  Improvement  Act  (IDEA) 
of  2004,  STOMP,  EEMP  offices,  centers  for  autism,  transportable  home  files,  attending  college, 
coping  with  deployment,  military  support  groups,  the  Department  of  Defense’s  Special  Needs 
Parent  Tool  Kit,  early  literacy,  TRICARE’s  Extended  Health  Care  Option  (ECHO),  transitioning 
to  adulthood,  an  Army  Medical  Action  Plan  (AMAP),  visual  impairment  and  blindness  and 
Department  of  Veterans  (VA)  Affairs  Blind  Rehabilitation  Centers,  Warriors  in  Transition, 
Wounded  Warriors,  group  life  insurance,  veterans  tributes,  permanent  change  of  station  (PCS), 
supporting  children  through  trauma  and  loss,  female  combat  medics,  the  Wounded  Care  Support 
Program,  and  an  interview  with  Dr.  Rebecca  Posante,  the  Department  of  Defense’s  Program 
Manager  for  Special  Needs. 

The  number  of  pages  in  each  month’s  military  section  of  EP  magazine  follow: 

EP  2007  Annual  Resource  Guide  -  two-page  listing  of  Army  Community  Service  offices 

February  -  8  pages 

March  -  12  pages 

April  -  16  pages 

May  -  15  pages 

June  -  12  pages 

July  -  13  pages 

August  -  16  pages 

September  -  12  pages 

October  -  1 1  pages 

November  -  17  pages 

December  -  14  pages 

Thus,  over  the  calendar  year,  EP  published  146  pages  of  editorial  content,  focusing  on  military 
life  and  the  unique  challenges  of  parenting  and  caring  for  children,  young  adults,  or  other  loved 
ones  with  special  needs. 

(See  Appendix  VI  for  each  month’s  military  section  of  the  magazine,  from  January  through 
December  2007.) 

EP  initially  delivered  over  8,000  copies  of  the  magazine  to  16  installations  each  month, 
expanding  delivery  to  62  bases  before  year’s  end  at  the  request  of  the  Army. 

EP  discovered  that  personnel  at  Army  installations  that  were  not  direct  pilot  or  magazine  sites  in 
the  EETT  Program  were  talking  with  their  counterparts  at  the  pilot  and  magazine  sites  and 
expressing  a  desire  to  receive  EP  magazine  for  their  EEMP  families.  Some  of  the  pilot  and 
magazine  installations  shared  their  magazines,  yet  there  were  still  installations  that  wanted  the 
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magazine  that  were  not  reeeiving  it.  EP  spoke  with  the  Advisory  Board,  and  EP  and  the  Advisory 
Board  agreed  on  the  desirability  of  a  redistribution  plan  for  the  magazine  to  reaeh  a  broader 
audienee.  EP  formulated  a  plan  for  redistribution  that  was  implemented  immediately.  The 
magazine  is  now  distributed  to  62  Army  installations,  with  the  plan  for  distribution  of  the 
magazine  moving  forward  being  worldwide  delivery  of  the  magazine  to  every  Army  installation 
that  identifies  a  need  for  the  magazine. 

EP  also  added  a  speeial  Military  Channel  to  its  Web  site.  The  channel  provides  links  to  important 
resources  available  to  military  families  in  a  one-stop  location.  Einks  include  the  Web  sites  for  all 
of  the  branches  of  the  military;  a  government  site  with  disability-related  information  and 
resources;  Specialized  Training  of  Military  Parents  (STOMP),  a  Parent  Training  and  Information 
Center  (PTI);  Military  HOMEERONT,  from  the  U.S.  Department  of  Defense;  and  America 
Supports  You.  The  channel  incorporates  articles  on  topics  such  as  transitioning  to  adulthood, 
including  available  healthcare  options,  legal  and  financial  considerations,  academic  and  lifestyle 
considerations,  community  resources,  and  self-advocacy.  The  channel  also  features  the  addition 
of  the  streaming  video  for  Give  Me  a  Break!  A  Family  Guide  to  Respite,  created  by  EPGE.  The 
Military  Channel  has  received  86,000  hits  since  its  addition  to  the  EP  Web  site  in  May  2007. 

EEMP  staff  and  families  have  offered  praise  and  thanks  for  the  military  section  in  EP  magazine 
as  well  as  the  online  seminars  and  books.  (See  Appendix  V  for  responses  to  the  EETT  Program.) 

Overview:  2007-2008  -  EP  Annual  Resource  Guide  and  Pocket  Resource  Guide 


(Note:  The  Pocket  Resource  Guide  was  a  deliverable  for  2008  only,) 

2008 


Task  2:  Publish  and  maintain  a  print  and  online  edition  of  the  EP  2008  Annual  Resource 
Guide  in  a  format  determined  by  the  Advisory  Group, 

EPGE  delivered  the  Pocket  Resource  Guide  with  a  special  leadership  message  from  the  director 
of  Eamily  and  Morale,  Welfare  and  Recreation  Command  (EMWRC)  and  logos  and  graphics 
distinguishing  the  resource  guide  as  specific  and  special  to  the  Army.  The  Pocket  Resource 
Guide  contained  all  of  the  key  content  included  in  the  full-size  edition  of  the  EP  Annual 
Resource  Guide.  Army  personnel  made  a  decision  to  receive  the  print  version  only  of  the  Pocket 
Resource  Guide  and  not  an  online  version,  due  to  the  timing  of  its  ability  to  provide  this 
information  for  the  guide  and  the  constraints  placed  upon  it  from  internal  security  and  systems. 
The  Pocket  Resource  Guide  was  distributed  to  all  of  the  installations  receiving  EP  magazine  in 
the  first  half  of  2008. 


2007 


(Note:  This  task  was  not  a  deliverable  in  2007,) 

Overview:  2007-2008  -  Books  and  Guides  for  Family  and  Professional  Care  Providers 

EPGE  delivered  over  $26,000  worth  of  books  from  EP  Bookstore  to  21  separate  installations 
designated  by  the  Army.  Installations  were  able  to  select  from  special  lists  created  to  meet 
military  needs  and  from  the  thousands  of  titles  available  through  the  EP  Bookstore.  The  selected 
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installations  ordered  books  as  well  as  other  installations  made  aware  of  this  resource  to  stock 
their  libraries  for  families  and  professionals. 


2008 


Task  3:  Develop  and  deliver  category-specific,  professionally  reviewed  books  and  guides  to 
family  and  professional  care  providers. 

EPGL  delivered  over  $13,000  worth  of  books  from  EP  Bookstore  to  13  installations  selected  by 
the  Army.  EPGL  provided  to  EEMP  Managers  and  Coordinators  a  list  of  titles  that  could 
particularly  benefit  their  sites  and  meet  the  needs  of  military  families  and  professionals. 
Managers  and  Coordinators  could  use  the  list  as  a  guide  but  were  also  welcome  to  select  any 
title  from  among  the  over  2,300  titles  available  through  the  bookstore,  so  that  they  could  choose 
the  titles  to  best  meet  the  needs  of  their  installation.  Titles  included  information  on  a  variety  of 
special  needs,  including  post-traumatic  stress  disorder,  autism,  ADD/ ADHD,  Down  syndrome, 
epilepsy,  and  learning  disabilities. 


2007 


(Note:  The  Task  number  for  this  deliverable  in  2007  was  Task  4.) 

Task  4:  Develop  and  deliver  category-specific,  professionally  reviewed  books  and  guides 
to  family  and  professional  caregivers, 

EP  and  members  of  the  Advisory  Board  held  several  meetings  via  teleconference  and  in  person 
in  Palls  Church,  Virginia,  to  discuss  installation  needs.  They  identified  reliable  resources  as  a 
need  for  families  and  professionals. 

EP  offered  a  list  of  1,200  titles  from  its  EP  Bookstore  to  MWR  librarians.  Specially  selected  by 
EP’s  Bookstore  director,  these  titles  cover  topics  such  as  Down  syndrome,  autism  spectrum 
disorder,  Asperger  syndrome,  cerebral  palsy,  ADHD,  epilepsy,  visual  impairments,  grief,  special 
diets,  and  available  therapies,  among  many  others. 

EP  delivered  $13,500  worth  of  books  from  the  EP  Library/EP  Bookstore  to  eight  Army  MWR 
libraries.  All  have  been  delivered.  Each  installation  was  able  to  select  titles  that  representatives 
felt  would  most  meet  the  needs  of  its  families,  caregivers,  educators,  and  professionals.  These 
books  could  then  serve  as  a  foundation  or  part  of  a  foundation  of  a  special  needs  library, 
accessible  by  all. 

Overview:  2007-2008  -  Educational  Programs  for  Healthcare  Professionals,  Caregivers, 
Exceptional  Family  Member  Program  Staff,  and  Families 

Whether  via  development  of  DVDs  in  collaboration  and  planning  meetings  with  Army  staff  and 
a  subcontractor  or  via  its  EP  LiveOnline  interactive  programming,  EPGL  delivered  a  variety  of 
educational  materials  to  military  families  and  personnel  in  convenient  and  easy-to-use  formats. 

2008 


Task  4:  Develop  and  deliver  a  series  of  educational  programs  for  healthcare  professionals, 
family  caregivers,  EFMP  staff,  and  daycare  providers. 
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At  the  request  of  the  Army,  EPGL  in  2008  helped  to  develop  edueational  DVDs  regarding  the 
Army’s  Exeeptional  Eamily  Member  Program  (EEMP),  so  that  both  Army  staff  and  family 
members  could  better  understand  its  wide-ranging  benefits  as  well  as  its  protocol  and  functions. 
EPGE  also  worked  with  its  subcontractor,  Camber  Corporation,  and  the  Army  to  develop  an 
educational  DVD  regarding  respite  care.  (Note:  Army  personnel  requested  that  other  subject- 
matter  DVDs  it  had  originally  wanted  for  publication  in  2008  be  postponed  until  2009,  and 
EPGE  accommodated  this  request.) 

EPGE  held  multiple  meetings  with  Army  staff  through  a  Process  Action  Team  (PAT)  and  with 
EPGE’s  subcontractor.  Camber  Corporation,  in  order  to  develop  and  fine-tune  each  module  to 
ensure  that  Army  families  received  the  most  up-to-date  and  accurate  information  available 
pertaining  to  the  EEMP  and  respite  care.  The  meetings  were  held  in  person,  virtually,  via  e-mail, 
and  telephonically.  This  was  a  collaborative  effort  among  the  U.S.  Army,  EP  Global 
Communications,  Inc.,  and  Camber  Corporation.  The  modules  are  being  used  to  educate 
healthcare  professionals,  family  caregivers,  and  Exceptional  Eamily  Member  Program  (EEMP) 
staff  about  the  Army’s  Exceptional  Eamily  Member  Program  and  respite  care.  A  challenge  to 
completion  of  this  process  was  a  delay  in  review  by  the  Army  of  the  modules,  thereby  delaying 
the  next  steps  for  completion  by  EPGL  and  its  subcontractor.  Despite  this  delay,  EPGL  was  able 
to  deliver  the  modules  on  time. 

EPGL  delivered  the  following  modules: 

1.  An  Overview  of  the  Exceptional  Family  Member  Program  (EEMP) 

Module  1  offered  basic  information  about  the  Army’s  EEMP  program:  the  purpose  for  its 
existence;  enrollment  requirements;  criteria  for  enrollment;  the  enrollment  process;  the 
impact  of  enrolling  in  the  EEMP;  and  the  collaborative  community  support  provided  to 
families  enrolled  in  the  EEMP. 

2.  Enrollment  Into  the  Exceptional  Family  Member  Program 

This  second  module  provided  an  enrollment  introduction  as  well  as  information 
regarding:  enrollment  procedures;  the  overseas  screening  process;  routine  medical  care; 
self-identification;  forms  and  directives;  the  paperwork  process  from  beginning  to  end; 
member  information  entered  into  the  worldwide  database;  and  updating  one’s 
enrollment/disenrollment. 

3.  Exceptional  Family  Member  Screening 

Module  3  offered  an  overview  of  screening  procedures  for  soldiers  located  on/or  near  an 
Army  post  in  the  United  States;  for  families  located  in  remote  areas,  not  near  a  military 
training  facility  in  the  U.S.;  for  soldiers  located  overseas  but  with  family  in  the  U.S.; 
special  rules  for  soldiers  in  the  Defense  Attache  Program;  and  conclusions  and  resources. 

4.  Respite  Care 

This  fourth  module  provided  information  regarding  who  is  eligible  for  respite  care; 
paperwork  that  needs  to  be  submitted;  when,  where,  and  how  to  submit  paperwork;  and 
how  to  obtain  respite  care. 

Each  of  the  modules  offered  tidbits  about  advocacy  woven  throughout  the  information.  The 
modules  were  developed  with  a  focus  on  user-friendly,  detailed  information. 
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EPGL  is  currently  in  discussion  with  FMWRC  regarding  the  continuation  of  the  project  for  the 
additional  modules  that  have  been  requested  and  the  ongoing  maintenance  required  in  order  to 
assure  that  the  modules  remain  current  with  the  Army’s  changes  at  all  times. 

2007 


(Note:  The  Task  number  for  this  deliverable  in  2007  was  Task  2,  The  method  of  delivery  in 
2008  was  via  DVD  and  the  method  of  delivery  in  2007  was  via  online  seminars,  available 
through  both  live  presentation  and  online  archives.) 

Task  2:  Develop  and  deliver  a  series  of  educational  programs  for  medical,  professional,  and 
family  caregivers, 

EP  and  members  of  the  Advisory  Board  met  via  teleconference  with  representatives  from  each  of 
the  selected  installations  for  the  purpose  of  identifying  specific  curriculum  and  delivery  needs. 
EP  collaborated  with  the  MEDCOM  representative  to  refine  topics  and  to  identify  key  Army 
medical  personnel  who  could  present  the  unique  military  perspective  for  each  topic. 

Eour  of  the  six  seminars  included  the  opportunity  for  physicians  to  earn  Category  I  Continuing 
Medical  Education  (CME)  credits.  Physicians  also  had  access  to  CME  education  and  testing 
within  the  pages  of  EP  magazine.  Each  of  the  seminars  that  offered  CME  credits  was  in 
compliance  with  Accreditation  Council  for  Continuing  Medical  Education  (ACCME)  Standards. 
Accrediting  entities  included  the  American  Academy  of  Developmental  Medicine  and  Dentistry 
(AADMD)  and  Rady  Children’s  Hospital  -  San  Diego. 

EP  provided  eight  complete  Vemics  Systems  (including  laptop  computers  loaded  with  Vemics 
software  and  hardware,  along  with  pre-tested,  fully  configured  Vemics  kits  with  portable  camera, 
microphone,  and  headset)  to  the  eight  pilot  sites,  so  that  each  site  would  be  fully  equipped  to 
deliver  the  seminars  to  all  members  of  their  EFMP  as  well  as  anyone  else  interested  in  attending. 
Vemics  conducted  training  on  a  personalized  basis  with  EFMP  Managers  at  the  eight  sites.  The 
potential  for  live  attendance  was  worldwide. 

For  each  seminar,  EP  conducted  a  series  of  email  blasts  to  military  contacts,  advising  them  of  the 
upcoming  program’s  topic,  date,  and  time.  EP  also  ran  full-page  ads  in  EP  magazine  to  promote 
awareness  to  military  families  and  professionals  as  well  as  to  civilians  interested  in  the  seminar 
topics.  In  addition,  EP  promoted  each  seminar  on  its  Web  site,  providing  the  ability  for  attendees 
to  register  and  to  download  full  content  of  programs  already  presented  at  times  convenient  to  the 
soldier  and  his  or  her  family. 

EP  made  each  seminar  available  free  in  its  EP  LiveOnline  (EPLO)  archives  so  that  families  and 
professionals  who  could  not  attend  the  live  event  would  have  access  to  it  at  their  convenience  at 
a  later  date. 

Seminar  Delivery: 

•  The  first  of  the  seminars.  Give  Me  a  Break!  A  Family  Guide  to  Respite©,  was  presented 
on  July  9,  2007,  during  the  EFMP  Managers  Training  held  in  conjunction  with  the 
Military  Child  Education  Coalition  (MCEC)  Conference  in  Kansas  City,  Missouri.  This 
respite  care  seminar  was  received  with  strong  enthusiasm.  The  seminar  was  recorded  live 
during  its  presentation  at  the  EFMP  Managers  Training  session,  and  continues  to  be  made 
available  on  EP’s  Web  site  (http://www.eparent.com)  via  streaming  video. 
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•  In  September,  EPLO  presented  the  two-part  seminar  ADHD  Part  I:  The  Diagnosis, 
Treatment,  and  Management  of  Attention  Deficit  Hyperactivity  Disorder  (ADHD)  in 
Children  and  Young  Adults  and  ADHD  Part  IP  Psychosocial  Issues  That  Impact  on  the 
Overall  Management  of  ADHD  in  Children  and  Adults. 

•  In  October,  EPLO  presented  Autism  Part  I:  The  Early  Warning  Signs,  Diagnosis, 
Intervention,  Treatment,  and  Management  of  Autism  Spectrum  Disorders  in  Infants, 
Children,  and  Young  Adults  and  Autism  Part  II:  Psychosocial  Issues  That  Impact  on  the 
Overall  Management  of  Autism  Spectrum  Disorders  in  Children  and  Young  Adults . 

•  The  final  seminar  of  the  six-seminar  series.  Asthma  and  Airflow  Obstruction:  Challenges, 
Prevention,  Treatment  and  Coping,  was  presented  on  December  6,  and  provided 
information  about  the  latest  treatment  options  for  asthma  and  airflow  obstruction. 

A  powerful  additional  benefit  of  these  seminars  through  our  military  project  has  been  that 
civilians,  as  well  as  military  families  and  personnel,  have  benefited  from  these  efforts  because 
the  programs  were  distributed  simultaneously  to  all  interested  individuals,  organizations,  and 
professional  medical  societies. 

Professionals  attending  the  online  seminars  included:  an  ABA  Therapist;  Clinical  Kinesiologists; 
Early  Intervention  Specialist;  Educator;  EEMP  Coordinator;  EEMP  Manager;  Licensed  Mental 
Health  Counselor;  Nurse  Practitioner;  Optometrist;  Pharmacist;  Psychiatrist;  Recreation 
Therapist;  Researcher;  School  Psychologist;  and  Social  Worker.  (Eor  an  expanded  sampling  of 
seminar  attendees,  see  Appendix  III.) 

The  number  of  physicians  who  requested  CME  credits  through  the  seminars  to  date: 

September  12,  2007:  Autism  -  10 
September  19,  2007:  Autism  -  8 
October  17,  2007:  ADHD  -  7 
October  24,  2007:  ADHD  -  5 

Total  CME  Requests  to  Date:  30 

The  approximate  number  of  physicians  who  registered  and  attended  the  seminars  live  or  via 
streaming  video  in  the  EPLO  archive  follows.  (Because  some  registrants  did  not  fill  in  the  Role 
field  when  registering,  it  is  likely  these  numbers  are  higher). 

July  9,  2007:  Respite  Care  -  6 
September  12,  2007:  Autism  -  44 
September  19,  2007:  Autism  -  31 
October  17,  2007:  ADHD  -  34 
October  24,  2007:  ADHD  -  20 
December  6,  2007:  Asthma  -  12 

Approximate  Physician  Registrants  for  All  Six  Military  Seminars  -  62 

Total  Approximate  Number  of  Physicians  Who  Attended  the  Seminars  to  Date:  209 

Registrants  spanned  the  services  in  the  U.S.  Military  and  Homeland  Security,  from  the  Army, 
Navy,  Marine  Corps,  and  Air  Eorce  to  the  U.S.  Coast  Guard.  There  were  450  military  registrants 
identified,  although  it  is  likely  there  were  more  since  not  all  registrants  included  their  location.  It 
is  important  to  keep  in  mind  that  these  results  are  principally  related  to  the  eight  test  locations. 
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With  the  expansion  to  additional  installations,  there  is  likely  to  be  increased  interest  and 
utilization. 

They  also  participated  from  all  50  states  in  the  United  States,  as  well  as  from  the  U.S.  territory  of 
Puerto  Rico  and  other  countries  and  areas  worldwide.  (See  Appendix  III  for  a  listing  of  some  of 
the  countries  and  areas  from  which  registrants  participated.  Note;  This  listing  is  a  partial  one,  due 
to  some  registrants  not  entering  their  location  information.  From  the  data,  it  can  be  extrapolated 
that  other  countries  and  areas  were  represented  but  are  not  known  at  this  time.) 

Registrants  also  connected  through  notification  from  entities  such  as  Air  Force  One  Source, 
Army  One  Source,  MilitaryHOMEFRONT,  Military  OneSource,  and  U.S.  Army  Recruiting 
Command  as  well  as  via  notification  from  EP  and  EEMP  staff.  EP’s  partner,  Vemics,  Inc., 
provided  live,  ongoing  support  during  each  seminar,  assuring  quality  delivery  and  the  ability  for 
real-time  interaction  among  attendees  and  presenters. 

(See  Appendix  IV  for  registration  figures  for  each  seminar  as  well  as  the  total  number  of 
registrants.) 


Additional  Contribution 


In  addition  to  achieving  its  mission  and  objectives  in  the  Exceptional  Eamily  Transitional 
Training  Program  (EETTP),  EPGL  has  created  a  venue  for  discussion  and  resources,  not  only 
through  its  own  programs  and  publications  but  through  valuable  collaboration.  Recognizing  the 
importance  of  pairing  its  expertise  with  that  of  other  leaders  in  the  field,  EPGE  combined  its 
forces  with  Easter  Seals  in  December  2008  to  offer  to  over  1,400  registrants  live  and  in  real  time 
information  about  Easter  Seals’  Living  with  Autism  study,  in  an  event  hosted  by  the  National 
Press  Club  and  broadcast  via  EPGE’s  EP  EiveOnline  venue.  Due  to  the  high  number  of  military 
families  with  a  member  with  autism  and  EPGE’s  commitment  to  military  families  and 
professionals,  EPGE,  although  not  contracted  to  provide  online  seminars  in  its  EY07 
continuation  contract,  made  a  concerted  effort  to  send  information  to  its  military  contacts  about 
this  program.  One  hundred  and  thirty  military  family  members  and  staff  registered  for  the  event, 
representing  a  military  presence  of  9.3  percent  for  the  event.  (See  Appendix  IV  for  more 
information  about  the  attendees  at  this  online  event.) 

The  relationship  between  EPGL  and  the  U.S.  Army  has  fostered  goodwill  and  the  broader 
dissemination  of  information  among  all  U.S.  Military  services.  (See  Appendix  V  for  Response  to 
Exceptional  Eamily  Transitional  Training  Program  and  Appendix  IX  for  editorial  contributions 
from  the  various  services.) 

Key  Research  Accomplishments* 

•  EP  positively  impacted  military  families,  caregivers,  educators,  and  professionals 
providing  care,  support,  and  services  to  people  with  disabilities  and  special  needs. 

•  Eeedback  from  EEMP  staff  and  family  members  indicates  that  the  support  and  education 
provided  is  making  a  difference.  The  support  extends  to:  the  entire  family  leading  the 
military  lifestyle,  the  family  member  who  is  directly  serving,  and  to  the  U.S.  Military  in 
its  quest  for  heightened  unit  readiness. 

•  EP  has  provided  military  families  and  professionals  information  over  the  long  term  and 
resources  that  can  be  accessed  time  and  time  again,  instilling  a  sense  of  security  and  the 
knowledge  that  EP  can  be  relied  upon  to  fulfill  healthcare  and  educational  needs. 
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•  EFMP  Managers  and  Coordinators  describe  their  jobs  as  being  made  easier  as  a  result  of 
the  resources  provided  by  EP. 

•  The  impact  of  the  resources  has  led  FMWRC  staff,  EFMP  staff,  and  families  to  request 
additional  services  to  the  EFTTP  base  agreement.  These  will  be  delivered  in  2009. 

•  EP  has  positively  affected  the  perception  of  people  regarding  the  military’s  care  for  its 
families. 

•  EP’s  project  with  the  U.S.  Army  has  had  a  lasting  impact  on  families  and  professionals  in 
other  branches  and  services  of  the  U.S.  Military. 

•  EP’s  seminars  reached  registrants  in  all  50  states  in  the  U.S.  and  in  other  countries  and 
areas  worldwide.  (See  Appendix  IV  for  other  countries  and  areas  reached.) 

(*See  Appendix  VII  for  responses  to  the  EFTTP.) 

Reportable  Outcomes 

As  a  result  of  the  positive  feedback  from  Army  personnel  in  FMWRC,  IMCOM,  and  MEDCOM, 
and  the  feedback  provided  by  families  to  EFMP  Managers  and  Coordinators  as  well  as  from 
EFMP  Managers  and  Coordinators  to  EPGE,  EPGE  was  able  to  move  forward  with  an  FY07 
continuation  proposal  for  the  EFTTP.  The  Army  approved  the  continuation  proposal,  and  EPGE 
delivered  its  services  in  2008.  EPGE  made  an  additional,separate  proposal  to  the  Army  for  2009, 
for  the  continuation  of  subscriptions  and  pocket  resource  guides  for  the  eighty-two  installations 
and  contacts.  This  has  also  been  very  recently  approved.  EPGE  has  already  begun  these  services. 

EPGE’s  successful  relationship  with  the  U.S.  Army  and  the  demonstration  of  the  benefits  to  the 
military  community  of  the  Exceptional  Family  Transitional  Training  Program  for  those  with 
disabilities  and  special  needs  has  helped  other  services  to  increase  their  resources  to  meet  their 
families’  and  staff  members’  needs.  The  U.S.  Coast  Guard  in  2008  ordered  subscriptions  oi  EP 
magazine  for  distribution  to  Coast  Guard  Clinics,  Coast  Guard  ISC  Work-Eife  offices  and  Coast 
Guard  Child  Development  Centers.  The  Coast  Guard  also  will  be  distributing  to  its  families  and 
staff  4,000  copies  of  a  Coast  Guard  customized  EP  Pocket  Resource  Guide. 

(To  see  the  impact  of  services  on  a  global  scale,  see  Appendix  IV  for  the  number  of  people, 
including  physicians,  allied  healthcare  professionals,  and  educators  who  attended  EP’s  military 
and  general  online  seminars  and  for  the  broad  participation  from  registrants  around  the  world. 
See  Appendix  V  for  the  broad  distribution  of  EP  magazine  to  installations.  See  Appendix  VII  for 
response  to  the  Exceptional  Family  Transitional  Training  Program  from  people  in  various 
services  within  the  U.S.  Military.) 

Conclusion 

The  assistance,  relief,  education,  and  reliability  of  the  EFTTP  has  made  an  impact  on  the  U.S. 
Military  at  a  critical  time  in  history,  in  the  midst  of  a  pressing  need  for  heightened  unit  readiness. 
The  services  that  EP  has  delivered  tell  our  Soldiers  that  while  they  are  gone  and  when  they  return 
they  will  have  a  place  to  turn  for  support  and  guidance,  not  only  for  themselves  but  for  their 
loved  ones.  Due  to  the  impact  of  the  EFTTP,  the  Army  Advisory  Board  has  placed  its  trust  in 
EPGE  to  help  take  care  of  its  servicemen  and  servicewomen  and  their  families  now  and  in  the 
foreseeable  future.  Additional  U.S.  Military  services  have  turned  to  EPGE  to  provide  expertise  in 
the  disabilities  and  special  needs  arena  so  that  they  can  best  meet  the  needs  of  their  committed 
military  families  and  healthcare  and  educational  professionals. 

Just  as  assistive  technology  devices  and  various  therapies  make  life  easier  and  fuller  for 
individuals  and  families  faced  with  the  challenge  of  disabilities,  so  too  does  the  multipurpose, 
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educational  reference  tool  of  EP  magazine  and  its  accompanying  products,  EP  Bookstore  and  EP 
EiveOnline.  Medical,  mental  health,  educational,  and  comfort  tool  all  in  one,  EPGE  and  its 
accompanying  products  have  caused  EEMP  individuals,  families,  managers,  and  other  caregivers 
and  professionals  to  feel  that  they  are  better  understood  and  better  prepared  to  face  the  day-to- 
day  challenges  of  special  needs  and  to  move  forward  more  confidently  and  better  prepared  for 
the  future. 

The  level  of  participation  by  military  members  in  EPGE’s  general  online  collaboration  regarding 
the  Living  with  Autism  study  powerfully  reinforces  the  desire  of  and  need  for  military  family 
members  and  professionals  to  have  information,  support,  and  guidance. 

It  should  be  noted  that  most  of  the  work  included  in  the  EETTP  was  directed  and  for  the  primary 
benefit  of  the  El.S.  Army.  Having  demonstrated  this  proof  of  principle,  it  is  clear  that  this  effort 
needs  to  have  outreach  into  other  branches  of  service  as  well  as  to  our  National  Guard  and 
Reserve  units  and  to  our  Veterans  Administration  system.  We  hope  that  this  report  will  spur 
efforts  to  foster  support  for  this  expansion,  as  there  is  one  very  important  consideration 
emanating  from  our  experience  with  the  EETTP.  It  is  this:  Caring  for  those  who  have  borne  the 
burden  of  war  is  a  responsibility  that  extends  to  all  branches  of  service  and  to  their  families  as 
well.  That  care  is  a  joint  responsibility  of  our  Department  of  Defense  as  well  as  our  citizens. 

As  more  Soldiers  return  home  from  combat  and  work  to  reintegrate  themselves  back  into  their 
families  and  communities,  and  the  Department  of  Defense  seeks  to  find  ways  to  help  them  cope 
with  traumatic  brain  injury  and  post-traumatic  stress  disorder  as  well  as  other  physical  and 
mental  health  issues,  EPGE’s  relationships  and  ability  to  reach  not  only  the  professional 
healthcare  and  education  communities  but  everyday  families  allows  it  to  be  a  conduit  to  a  better 
life  for  the  members  of  the  United  States  Military  and  to  serve  as  a  strong  ally  in  the  DoD’s 
mission  of  protecting  and  taking  care  of  its  servicemembers  and  its  families. 

References 

None. 
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APPENDIX  I 


EP  Products  &  Resources  Benefiting  the  U,S,  Army 


EP  Magazine 

416  Main  Street 
Johnstown,  PA  15901 

(814)  361-3860  /  1-800-372-7368  Fax  (814)  361-3861 

EP  Web  Site 

http://www.eparent.eom 

EP  Bookstore  Site/Page 

http://www.epbookstore.com 

EP  LiveOnline  Site/Page 

http://www.epliveonline.com 
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APPENDIX  II 


2008 


Paid  Project  Personnel 


1 .  Joseph  M.  Valenzano,  Jr. 

2.  James  P.  McGinnis 

3.  Kerry  C.  Dauphinee 

4.  Riley  C.  Miller 

5.  Maria  T.  Caro ff 
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APPENDIX  II 


2007 


Paid  Project  Personnel 


1 .  Joseph  M.  Valenzano,  Jr. 

2.  James  P.  McGinnis 

3.  Kerry  C.  Dauphinee 

4.  Riley  C.  Miller 

5.  Maria  T.  Caro ff 
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APPENDIX  III 


2008 


DETAILED  COST  ESTIMATE 
FY  2007  Contract  vs.  Actual  Expenses 


Contract 

Actual 

Estimate 

Expense 

Personnel 

Joseph  M.  Valenzano,  Jr. 

$  46,600 

$  46,600 

James  P.  MeGinnis 

$  9,576 

$  9,576 

Kerry  C.  Dauphinee 

$  29,043 

$  29,043 

Riley  C.  Miller 

$  20,628 

$  20,628 

Maria  T.  Caroff 

$  19,035 

$  19,035 

Subtotals 

$124,882 

$124,882 

Materials 

Magazines 

$288,000 

$288,000 

Library/Bookstore  Books 

$  20,000 

$  19,850 

Online  Seminars 

$  84,000 

$  99,150 

Travel  Expense 

$  31,448 

$  16,448 

Subtotal  of  Direct  Costs 

$548,330 

$548,330 

Total  Indirect  Costs 

$250,675 

$250,675 

Total  Costs 

$799,005 

$799,005 
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APPENDIX  III 


2007 


DETAILED  COST  ESTIMATE 
FY  2006  Contract  vs.  Actual  Expenses 


Contract 

Actual 

Estimate 

Expense 

Personnel 

Joseph  M.  Valenzano,  Jr. 

$102,901 

$102,901 

James  P.  MeGinnis 

$  15,301 

$  15,301 

Kerry  C.  Dauphinee 

$  47,281 

$  49,721 

Riley  C.  Miller 

$  41,899 

$  44,364 

Maria  T.  Caroff 

$  41,899 

$  41,899 

Subtotals 

$249,281 

$254,186 

Materials 

Magazines 

$196,074 

$194,775 

Library/Bookstore  Books 

$  12,768 

$  13,463 

Online  Seminars 

$121,852 

$117,551 

Travel  Expense 

$  0 

$  0 

Subtotal  of  Direct  Costs 

$579,975 

$579,975 

Total  Indirect  Costs 

$250,675 

$250,675 

Total  Costs 

$830,650 

$830,650 
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APPENDIX  IV 


2008 


EP  LiveOnline  Event 

Conference  Re:  Easter  Seals’  Living  with  Autism  Study 
Hosted  by  the  National  Press  Club 
December  16,  2008 


Pediatricians 

Neurologists 

Famiiy 

Practitioners 

Nurses 

Speech/ 

Language 

Pathologists 

EFMP  Staff 

Parents 

Teachers 

*Others 

Military 

Registrants 

Total 

Number  of  Registrants 

8 

2 

3 

10 

2 

5 

37 

12 

51 

*See  below 

130 

OVERSEAS  REGISTRANTS:  26 

NUMBER  OE  STATES  WITHIN  THE  UNITED  STATES  REPRESENTED  AMONG  REGISTRANTS:  25  plus  1  registrant  in  Washington,  D.C.  =  26 

*Others  ~  The  list  that  follows  inclndes  other  types  of  registrants  for  the  event.  (Note:  This  list  inclndes  only  those  registrants  who  noted  their  occnpation.) 

Administrator,  Adult  Day  Care,  Board  Certified  Behavior  Analyst,  Case  Manager,  Case  Worker,  Child  and  Youth  Speeialist,  Clinieal  Child  Psyehologist,  Clinieal  Soeial  Worker, 
Dietitian,  Direetor  of  Child,  Youth  &  Sehool  Serviees,  Edueator,  Family  Child  Care  Direetor,  Family  Resouree  Speeialist,  Grandmother,  Mental  Flealth  Consultant,  Nurse  Praetitioner, 
Oeeupational  Therapist,  Paraprofessional,  Parent  Advoeate,  Pediatrie  Neurologist,  Physieal  Therapist,  Program  Coordinator/Soeial  Worker,  Program  Manager,  Psyehologist, 
Rehabilitation  Provider,  Soeial  Serviee  Representative,  Soeial  Worker,  Speeial  Edueation  Coordinator,  Student. 

Registrants  also  spanned  the  services  in  the  U.S.  Military  and  Homeland  Secnrity,  from  the  Army,  Navy,  Marine  Corps,  and  Air  Force  to  the  U.S.  Coast  Gnard. 
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APPENDIX  IV 


2007 


Military  Online  Seminar  Statistics 


OTs/PTs 

Nurses 

Parents 

Physicians  Speech/ 

Teachers 

*Others 

Registrants 

Plus  Registrants 

Language 

Subtotal 

Registrants  Total 

Pathologists 

for  All  Six 

Seminars 

Program  Title/Date 

ADHD  I  -  September  12,  2007 

27 

15 

114 

34 

6 

31 

104 

331 

550 

881 

ADHD  II  -  September  19,  2007 

8 

9 

66 

20 

5 

22 

65 

195 

550 

745 

Autism  I  -  October  17,  2007 

28 

20 

170 

44 

37 

106 

266 

671 

550 

1221 

Autism  II  -  October  24,  2007 

17 

16 

143 

31 

48 

77 

165 

497 

550 

1047 

Respite  Care  -  Streamed  since  July  2007 

5 

15 

59 

6 

4 

8 

79 

176 

550 

726 

Asthma  -  December  6,  2007 

7 

16 

17 

12 

2 

5 

41 

100 

550 

650 

SUBTOTAL 

92 

91 

569 

147 

102 

249 

720 

1970 

3300 

5270 

Registered  for  All  Six  Military  Programs 

40 

26 

65 

62 

13 

63 

281 

550 

TOTAL 

132 

117 

634 

209 

115 

312 

1001 

*Others  ~  The  list  that  follows  includes  a  representative  sampling  of  other  types  of  registrants  for  the  military  online  seminars: 

ABA  Therapist;  Administrator;  Advocate;  Assistive  Technician;  Aunt  of  ADHD  Nephew;  Behavioral  Specialist;  Caregiver;  Case  Worker;  CEO;  Child  Psychologist;  Clinical 
Kinesiologists;  Clinical  Pediatric  Dietician;  Dentist;  Developmental  Behavioral  Pediatrician;  Developmental  Disabilities  Coach;  Developmental  Specialist;  Early  Intervention 
Specialist;  Educational  Assistant;  Educational  Diagnostician;  Educator;  EFMP  Coordinator;  EFMP  Manager;  Family  Counselor;  Family  Practitioner;  Family  Support  Specialist; 
Genetic  Counselor;  Grandparent;  Group  Home  Supervisor;  Guardian;  In-home  and  Parent  Trainer;  Internist;  Job  Developer/Job  Coach;  Licensed  Mental  Health  Counselor;  Media 
Professional;  Mental  Health  Therapist;  MR/DD  Service  Provider;  Nephew  with  Disabilities;  Neurologist;  Nurse  Practitioner;  Ob-Gyn;  Optometrist;  Orthopedic  Surgeon; 
Orthotist/Prosthetist;  Pediatric  Neurologist;  Person  with  Autism;  Pharmacist;  Program  Planner;  Psychiatric  Social  Worker;  Psychiatrist;  Psychiatry  Resident;  Psychotherapist;  Public 
Health  Analyst;  Recreation  Therapist;  Rehabilitation  Counselor;  Researcher;  Sibling;  School  Psychologist;  School  Social  Worker;  Social  Services  Professional;  Social  Worker; 
Student;  Teacher;  Therapeutic  Staff  Support;  Vibroacoustic  Therapist 

Registrants  also  spanned  the  services  in  the  U.S.  Military  and  Homeland  Security,  from  the  Army,  Navy,  Marine  Corps,  and  Air  Force  to  the  U.S.  Coast  Guard. 
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APPENDIX  IV 


2007 


Military  Online  Seminar  Statistics 


Registrants  also  participated  from  all  50  states  in  the  United  States,  as  well  as  from  the  U,S,  territory  of  Puerto  Rico  and  other  countries  and 
areas  worldwide.  (Note:  This  listing  is  a  partial  one,  due  to  some  registrants  not  entering  their  location  information.  From  the  data,  it  can  he 
extrapolated  that  other  countries  were  represented  hut  are  not  known  at  this  time.  There  were  multiple  participants  in  some  countries,  from 
different  areas  of  the  country.  A  sampling  of  locations  follows.) 


1 .  Alberta,  Canada 

2.  American  Samoa 

3.  Armenia 

4.  Athens  Island,  Greece 

5.  Baja  California,  Mexico 

6.  Berlin,  Germany 

7.  Bogota,  Colombia 

8.  Brazil 

9.  Brisbane,  Queensland,  Australia 

10.  British  Columbia,  Canada 

1 1 .  Brunei  Darussalam 

12.  Cairo,  Egypt 

13.  Calgary,  Alberta,  Canada 

14.  Cluj,  Romania 

15.  Cundinamarca,  Colombia 

16.  Dubai,  United  Arab  Emirates 

17.  Elinders  NSW,  Australia 

18.  Hong  Kong 

19.  IMCOM  -  Europe 
20. Israel 

21.  Kenya 

22.  Korea 

23.  Kuwait 

24.  Eandstuhl,  Germany 

25.  Manila,  Philippines 

26.  Manipal,  Karnataka,  India 


27.  Manitoba,  Canada 

28.  Nassau,  Bahamas  NP 

29.  Newfoundland  &  Labrador,  Canada 

30.  Nova  Scotia,  Canada 

3 1 .  Ontario,  Canada 

32.  Poland 

33.  Quebec  City,  Quebec,  Canada 

34.  Quezon  City,  Philippines 

35.  Republic  of  Georgia 

36.  Sacavem,  Portugal 

37.  San  Salvador,  El  Salvador 

38.  Saskatchewan,  Canada 

39.  Saudi  Arabia 

40.  Secundrabad,  India 

41.  Singapore 

42.  Skudai,  Johor,  Malaysia 

43.  South  Australia,  Australia 

44.  Surco,  Lima,  Peru 

45.  Thailand 

46.  The  Netherlands 

47.  Tonsberg,  Vestfold,  Norway 

48.  Trivandrum,  Kerala,  India 

49.  Uganda 

50.  United  Kingdom 

51.  Victoria,  Australia 

52.  Wellington,  New  Zealand 
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APPENDIX  V 


2008 


Magazine  Redistribution 


Installation/Organization 

Quantity 

1. 

Aberdeen  Proving  Ground 

40 

2. 

Anniston  Army  Depot 

40 

3. 

Carlisle  Barraeks 

50 

4. 

Fort  Belvoir 

100 

5. 

Fort  Benning 

350 

6. 

Fort  Bliss 

250 

7. 

Fort  Bragg 

150 

8. 

Fort  Buehanan 

40 

9. 

Fort  Campbell 

500 

10. 

Fort  Carson 

250 

11. 

Fort  Detriek 

10 

12. 

Fort  Dix 

40 

13. 

Fort  Drum 

150 

14. 

Fort  Eustis 

44 

15. 

Fort  Gordon 

300 

16. 

Fort  Greely 

25 

17. 

Fort  Hamilton 

40 

18. 

Fort  Hood 

665 

19. 

Fort  Huaehuea 

80 

20. 

Fort  Irwin 

30 

21. 

Fort  Jaekson 

120 

22. 

Fort  Knox 

250 

23. 

Fort  Leavenworth 

4 

24. 

Fort  Lee 

80 

25. 

Lort  Leonard  Wood 

25 

26. 

Lort  Lewis 

100 

25 


APPENDIX  V 


2008 


Magazine  Redistribution 


Installation/Organization 

Quantity 

27. 

Fort  McPherson 

120 

28. 

Fort  Meade 

80 

29. 

Fort  Monmouth 

40 

30. 

Fort  Monroe 

42 

31. 

Fort  Myer 

40 

32. 

Fort  Polk 

15 

33. 

Fort  Riehardson 

100 

34. 

Fort  Riley 

150 

35. 

Fort  Rueker 

50 

36. 

Fort  Sam  Houston 

250 

37. 

Fort  Sill 

125 

38. 

Fort  Stewart 

500 

39. 

Fort  Wainwright 

75 

40. 

IMCOM  HQ 

5 

41. 

IMCOM-Europe 

5 

42. 

IMCOM-Korea 

5 

43. 

IMCOM-Northeast 

4 

44. 

IMCOM-Paeific 

10 

45. 

IMCOM-Southeast 

5 

46. 

IMCOM-West 

5 

47. 

MEDDAC-Fort  Polk 

25 

48. 

MEDDAC-Fort  Sam  Houston 

15 

49. 

Pieatinny  Arsenal 

40 

50. 

Presidio  of  Monterrey 

10 

51. 

Redstone  Arsenal 

120 

52. 

Roek  Island  Arsenal 

10 

53. 

Schofield  Barracks 

300 

54. 

Tobyhanna  Army  Depot 

40 
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APPENDIX  V 


2008 


Magazine  Redistribution 


Installation/Organization 

Quantity 

55. 

US  AG  Ansbach 

40 

56. 

US  AG  Bamberg 

no 

57. 

USAG  Baumholder 

160 

58. 

US  AG  Benelux 

40 

59. 

USAG  Camp  Zama,  Japan 

160 

60. 

USAG  Casey 

40 

61. 

USAG  Daegu 

40 

62. 

USAG  Heidelberg 

60 

63. 

USAG  Honenfels 

40 

64. 

USAG  Humphries 

40 

65. 

USAG  Kaiserslautern 

200 

66. 

USAG  Livorno 

40 

67. 

USAG  Mannheim 

200 

68. 

USAG  Miami 

80 

69. 

USAG  Sehinnen 

40 

70. 

USAG  Sehweinfurt 

50 

71. 

USAG  Stuttgart 

120 

72. 

USAG  Torii  Station 

40 

73. 

USAG  Vieenza 

40 

74. 

USAG  Vilseek/Grafenwoehr 

175 

75. 

USAG  Wiesbaden 

320 

76. 

USAG  Yongsan 

40 

77. 

Congressman  John  Murtha 

20 

78. 

Family  and  Morale,  Welfare  and  Reereation  Command 

13 

79. 

General  Dynamies  Information  Teehnologies 

2 

80. 

Offiee  of  the  Surgeon  General 

3 

81. 

United  States  Military  Aeademy  at  West  Point 

40 

82. 

Walter  Reed  Army  Medieal  Center 

50 

TOTAL 

8,122 
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APPENDIX  V 


2007 


Magazine  Redistribution 


Desired 

Cumm 

Status 

Installation 

Count 

Desired 

1. 

MAG 

Fort  Benning 

350 

350 

2. 

MAG 

Fort  Bliss 

250 

600 

3. 

MAG 

Fort  Carson 

250 

850 

4. 

MAG 

Fort  Drum 

150 

1,000 

5. 

MAG 

Fort  Gordon 

300 

1,300 

6. 

MAG 

Fort  Knox 

500 

1,800 

7. 

MAG 

Fort  Riley 

150 

1,950 

8. 

MAG 

Fort  Sam  Houston 

500 

2,450 

9. 

PIL 

Fort  Belvoir 

100 

2,550 

10. 

PIL 

Fort  Bragg 

150 

2,700 

11. 

PIL 

Fort  Campbell 

500 

3,200 

12. 

PIL 

Fort  Hood 

500 

3,700 

13. 

PIL 

Fort  Lewis 

100 

3,800 

14. 

PIL 

Fort  Stewart 

500 

4,300 

15. 

PIL 

Kaiserslautern 

200 

4,500 

16. 

PIL 

Schofield  Brks 

300 

4,800 

17. 

NEW 

Aberdeen  PG 

40 

4,840 

18. 

NEW 

Anniston  Army  Depot 

40 

4,880 

19. 

NEW 

Camp  Zama,  Japan 

160 

5,040 

20. 

NEW 

Carlisle  Barracks 

40 

5,080 

21. 

NEW 

Devens 

0 

5,080 

22. 

NEW 

Fort  Buchanan 

40 

5,120 

23. 

NEW 

Fort  Dix 

40 

5,160 

24. 

NEW 

Fort  Eustis 

40 

5,200 

25. 

NEW 

Fort  Hamilton 

40 

5,240 

26. 

NEW 

Fort  Huachuca 

80 

5,320 

27. 

NEW 

Fort  Jackson 

120 

5,440 
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Magazine  Redistribution 


Desired 

Cumm 

Status 

Installation 

Count 

Desired 

28. 

NEW 

Fort  Lee 

80 

5,520 

29. 

NEW 

Fort  MePherson 

120 

5,640 

30. 

NEW 

Fort  Meade 

80 

5,720 

31. 

NEW 

Fort  Monmouth 

40 

5,760 

32. 

NEW 

Fort  Monroe 

40 

5,800 

33. 

NEW 

Fort  Myer 

40 

5,840 

34. 

NEW 

Fort  Polk 

30 

5,870 

35. 

NEW 

Fort  Rueker 

40 

5,910 

36. 

NEW 

Natiek 

0 

5,910 

37. 

NEW 

Pieatinny 

40 

5,950 

38. 

NEW 

Redstone  Arsenal 

120 

6,070 

39. 

NEW 

Tobyhanna 

40 

6,110 

40. 

NEW 

U  S  AG- Ansbaeh 

80 

6,190 

41. 

NEW 

USAG-Bamberg 

160 

6,350 

42. 

NEW 

USAG-Baumholder 

40 

6,390 

43. 

NEW 

USAG-Benelux 

40 

6,430 

44. 

NEW 

USAG-Casey 

40 

6,470 

45. 

NEW 

USAG-Daegu 

40 

6,510 

46. 

NEW 

USAG-Fort  Riehardson 

80 

6,590 

47. 

NEW 

U  S  AG-Heidelberg 

40 

6,630 

48. 

NEW 

U  S  AG-Honenfels 

40 

6,670 

49. 

NEW 

U  S  AG-Humphries 

40 

6,710 

50. 

NEW 

U  S  AG-Mannheim 

200 

6,910 

51. 

NEW 

USAG-Miami 

80 

6,990 

52. 

NEW 

U  SAG-  S  chinnen 

40 

7,030 

53. 

NEW 

U  SAG-  S  ehweinfurt 

40 

7,070 

54. 

NEW 

USAG-Stuttgart 

120 

7,190 
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Magazine  Redistribution 


Desired 

Cumm 

Status 

Installation 

Count 

Desired 

55. 

NEW 

USAG-Torii  Station 

40 

7,230 

56. 

NEW 

US  AG- Vicenza 

40 

7,270 

57. 

NEW 

USAG-Vilseck 

160 

7,430 

58. 

NEW 

U  S  AG- W  ainwright 

80 

7,510 

59. 

NEW 

USAG-Wiesbaden 

320 

7,830 

60. 

NEW 

U  S  AG- Y  ongsan 

40 

7,870 

61. 

NEW 

USMA 

40 

7,910 

62. 

NEW 

WRAMC 

40 

7,950 

Comp  Issues  to 

Support  EFTTP 

172 

8,122 

122  magazines  distributed 
without  eompensation 
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Survey  for  Magazine  Distribution 
EFMP  Managers 
July  2008 
Survey 


Installation: 


EFMP  Manager/Coordinator: 


EP  is  conducting  a  brief  survey  to  ensure  that  the  distribution  of  EP  magazine  is  meeting  the  needs  of  your  staff  and  families.  As  we  talk  with  FMWRC  leadership  regarding  current  and  future  redistribution 
and/or  increased  delivery  of  the  magazine  to  installations,  we  want  to  provide  them  with  an  accurate  picture  of  your  needs.  Prompting  our  survey  is  an  inquiry  from  OTSG  regarding  copies  of  the  magazine 


to  healthcare  personnel. 

Q1 

Q2 

Q3 

Q3 

Q3 

Q4 

Q5 

Increase? 

Total 

Physicians  on 

Allied  on 

#  Receiving 

(Y/N) 

Increase  by 

Decrease  by 

Needed 

Base? 

Base? 

1  Flow  many  copies  of  EP  magazine  do  you  receive  each  month?  | _ 

2  If  more  could  be  made  available,  would  you  use  more? _ _ _ 

3  Flow  many  magazines  do  you  need?  _ _ _ 

4  Do  you  have  pediatricians  and  other  physicians  on  your  installation?  /  Do  they  receive  the  magazine?  _ / _ 

5  a.  Do  you  have  other  healthcare  professionals  on  your  installation,  _ l_ 

such  as  nurses,  physical  therapists,  occupational  therapists, 

and  speech  therapists?  /  Do  they  receive  the  magazine? 
b.  Who  distributes  the  magazines  to  families  and  staff  at  your 

6  location? 


7  Where  and  how  do  you  distribute  the  magazines? 


Comments 
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Survey  for  Magazine  Distribution 
EFMP  Managers 
July  2008 


Results 


Magazines 

Installation  Name 

EFMP  Manager 

Physicians  on 
Base? 

Receiving  Mag? 

Allied  on 
Base? 
Receiving 
Mag? 

#  Allotted 

#  Receiving 

#  Desired 

Increase 

by 

Decrease 

by 

Over  100  Subscriptions 

1 

Fort  Benning,  GA  -  350 

Marsha  Collins 

Y/ Y 

N/ Y* 

350 

300 

400 

50 

NA 

2 

Fort  Bliss,  TX  -  250 

Jessica  Torrence 

Y/ Y 

Y/Y 

250 

250 

250 

NA 

NA 

3 

Fort  Bragg,  NC  -  150 

Trisha  Thurston 

Y/ Y 

Y/Y 

150 

150 

150 

NA 

NA 

4 

Fort  Campbell,  KY  -  500 

Tresca  Ramtahal 

Y/ Y 

Y/Y 

500 

500 

800 

300 

NA 

5 

Fort  Carson,  CO  -  250 

Annette  Hawthorne 

Y/ Y 

Y/Y 

250 

250 

250 

NA 

NA 

6 

Fort  Drum,  NY  -  150 

Sharon  Chaple 

Y/ Y 

N/N 

150 

150 

150 

NA 

NA 

7 

Fort  Hood,  TX  -  500 

Joan  Boykin 

Y/ Y 

Y/? 

500 

500 

1500 

1000 

NA 

8 

Fort  Riley,  KS  -  150 

Laura  McCauley 

No  Response 

— 

— 

— 

— 

— 

— 

9 

Fort  Sill,  OK  -  125 

Julie  Franklin 

No  Response 

— 

— 

— 

— 

— 

— 

10 

Fort  Stewart,  GA  -  500 

Mavis  Crowell 

Y/? 

Y/Y 

500 

250 

700 

200 

NA 

50  to  100  Subscriptions 

11 

Fort  Belvoir,  VA  -  50 

Rene  Fizer 

Y/N 

N/N 

50 

25 

100 

50 

NA 

12 

Fort  Lee,  VA  -  80 

Judy  Eoff 

Y/? 

Y/? 

80 

Does  not  know 

180 

100 

NA 

13 

Fort  Lewis,  WA  -  100 

Mary  Herrera 

Y/ Y 

Y/? 

100 

100 

100 

NA 

NA 

14 

Fort  Meade,  MD  -  80 

Sue  Carter 

No  Response 

— 

— 

— 

— 

— 

— 

15 

Fort  Richardson,  AR  -  100 

Shaunta  Brown 

No  Response 

— 

— 

— 

— 

— 

— 

16 

Fort  Wainwright,  AR  -  100 

D'Letter  Shumate 

Y/ Y 

Y/Y 

100 

100 

100 

NA 

NA 

Under  50  Subscriptions 

17 

Fort  Leonard  Wood,  MO  -  25 

Cinda  Hall  (Patti  McDonald) 

Y/ Y 

Y/? 

25 

25 

50 

25 

NA 

18 

Fort  Monmouth,  NJ  -  40 

Marcia  Wooten 
(interim  outreach) 

Y/ Y 

N/NA 

40 

Does  not  know 

40 

NA 

NA 

19 

Fort  Monroe,  VA  -  40 

Marie  Hinton  (EFMP  helper) 

Y/N 

Y/N 

40 

Sporadic 

40 

NA 

NA 

20 

Fort  Polk,  LA  -  40 

Victoria  Scott 

Y/ Y 

Y/Y 

40 

40 

75 

35 

NA 

21 

Schofield  Barracks,  HI  -  300 

Jane  Bruns 

Y/Y 

Y/Y 

300 

300 

300 

NA 

NA 

22 

USMA  at  West  Point,  NY  -  40 

Josephine  Toohey 

No  Response 

— 

— 

— 

— 

— 

— 

Total 

3425 

3090 

5185 

1760 

0 
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Survey  for  Magazine  Distribution 
EFMP  Managers 
July  2008 

Comments 


Installation  Name 

Comments 

Over  100  Snbscriptions 

Fort  Benning,  GA  -  350 

Marsha  and  helper  hand  deliver,  via  their  vehicles.  Provide  a  big  cartload  to  the  director  of  Special  Education,  who  contacts  the  teachers  to 
come  and  get  the  magazines.  Drop  off  magazines  at  each  school.  Probably  made  a  mistake  in  decreasing  from  500  to  300.  Also  provide  to 

Children  and  Youth  Services  -  central  registration,  training,  and  curriculum..  Early  intervention  comes  and  picks  up  copies.  Take  to  medical 

EFMP  office;  provide  to  chief  of  pediatrics.  Place  in  lobby.  Place  in  the  in-processing  office  -  they  really  appreciate  them.  Schools  have  gotten 
so  spoiled  -  send  the  magazines  home  in  the  students’  bookbags  each  month.  We  don’t  throw  them  away  -  used  for  reference  later.  Took  up 
to  MEDDAC  today.  Provide  to  chaplain’s  office,  including  Resource  Guide.  Sent  Pocket  Resource  Guides  to  folks.  Receiving  magazines  in  spurts. 

Seems  like  not  getting  as  many  as  before.  *On  Stats  Page  -  OTs,  PTs,  etc.,  not  in  base  clinic,  but  in  the  student  services  office. 

Fort  Bliss,  TX  -  250 

Bliss  has  not  had  a  problem  with  distribution.  They  want  more  magazines  in  the  future  because  they  are  adding  tactical  units  to  their  installations  in  the  future.  They 
support  pinpoint  distribution  to  their  hospitals  instead  of  relying  on  couriers  to  deliver  the  magazine  to  the  hospital. 

Fort  Bragg,  NC  -  150 

We  place  the  magazines  in  multiple  information  areas:  lobby;  magazine  rack;  main  ACS  office;  EFMP  lobby  area;  at  monthly  fairs,  events,  and 
activities.  Take  them  to  hospitals  and  four  outlying  clinics;  to  EDIS  (Early  Development  Intervention  Services),  which  is  co-located  with  the  EFMP 
on  the  medical  side.  A  staff  person  takes  them  over. 

Fort  Campbell,  KY  -  500 

Use  personal  vehicles  to  distribute;  work  into  schedule.  Place  magazines  in  the  rack  and  in  the  lobby.  Place  at  Family  Resource  Center; 

Education  Center;  and  with  Early  Intervention  Support  Groups.  Get  to  EFMP  medical  staff,  including  developmental  pediatrician.  Would  like  the 
magazines  to  be  distributed  to  our  building.  Difficult  to  get  to  the  building  next  door  to  get  them. 

Fort  Carson,  CO  -  250 

No  problems  with  receiving  magazines  or  with  distributing  magazines  at  the  installation.  250  is  sufficient  at  present,  but  do  see  a  need  for  more  magazines  in  the  future  as 
troop  densities  increase. 

Fort  Drnm,  NY  -  150 

I  do  most  of  the  distributing.  Place  at  soldiers’  in-processing  center;  at  MEDDAC;  in  ACS  building;  provide  to  parents  and  other  individuals  stopping  in. 

Place  in  welcome  packets  of  those  who  have  requested  and  will  read  it.  Send  them  to  EFMP  nurse  manager. 

Fort  Hood,  TX  -  500 

Fort  Hood  is  expanding  with  units  being  restationed  from  Germany  as  part  of  BRAC.  They  anticipate  a  large  increase  in  soldiers  and  families  in  the  coming  years.  They 
receive  500  magazines  now  and  could  use  1500  magazines  now.  Their  distribution  includes  healthcare  professionals  at  the  hospital  in  addition  to  families  and  other 
family  support  specialists.  They  have  an  aggressive  distribution  plan  that  includes  mailing  magazines  to  selected  families  as  needed. 
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Comments 


Installation  Name 

Comments 

Over  100  Snbscriptions  (eont.) 

Fort  Riley,  KS  -  150 

No  response 

Fort  Sill,  OK -125 

No  response 

Fort  Stewart,  GA  -  500 

It  is  mostly  me  that  delivers  the  magazines;  two  others  help  out.  Changed  mode  of  delivery  from  UPS  to  Post  Office:  not  getting  the  magazines  like 
we  used  to;  getting  about  Yi;  some  are  tom  up.  Received  the  May  and  June  issues  around  the  same  time.  Distribute  to  the  special  needs  on-post 
school.  Provide  for  families  at  off-post  schools.  Provide  to  hospital  EFMP;  to  the  Early  Intervention  Program;  child  development  center;  the 
in-processing  building;  the  PX;  the  lobbies  of  some  buildings. 

50  to  100  Subscriptions 

Fort  Belvoir,  VA  -  50 

Assistant  or  I  distribute.  Place  in  the  rack  in  our  office  and  in  the  lobby,  and  outside  the  door  on  the  main  floor.  Used  to  take  to  organizations, 
agencies,  and  meetings  and  used  to  distribute  to  pediatricians  but  have  not  been  since  all  of  shipment  is  not  arriving.  Used  to  take  to  Children  and 

Youth  Services,  where  they  were  taken  quickly.  Used  to  take  to  child  development  centers,  to  the  hospital,  and  to  the  schools. 

Fort  Lee,  VA  -  80 

Three  of  us  deliver  the  magazines:  manager  and  two  assistants.  We  deliver  them  immediately.  It  tmly  is  not  a  problem  for  us.  We  are  back  and 
forth  once  a  day  with  paperwork.  We  take  1/3  to  Children  and  Youth  Services  (CYS);  1/3  to  our  counterparts  in  the  Kenner  Army  Clinic;  and  we 
keep  1/3.  CYS  and  the  hospital  soak  them  up.  They  are  very,  very  well  received.  Always  on  display  in  our  EFMP  office  -  when  patrons  come  by, 
for  trainings  and  support  groups,  they  are  available.  We  place  them  in  two  offices  in  the  anteroom.  Our  resource  library  has  back  copies.  We 
place  them  in  welcome  packets. 

Fort  Lewis,  WA  -  100 

100  copies  is  just  about  perfect  for  Fort  Lewis.  We  had  problems  with  distribution  in  June  when  we  only  received  10  individual  copies  of  the  magazine. 

Fort  Meade,  MD  -  80 

No  response 
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Comments 


Installation  Name 

Comments 

50  to  100  Subscriptions  (cont.) 

Fort  Richardson,  AR  -  100 

Wainwright  receives  the  magazine  most  of  the  time.  Some  shipments  have  seemed  short  but  no  count  has  been  made  to  verify  that  statement.  Will  count  next  time  to 
verify  the  numbers.  The  support  group  parents  “love  the  magazine.”  They  share  the  magazine  by  passing  the  magazine  from  household  to  household.  The  next  month, 
they  discuss  an  article  or  two  as  they  apply  to  the  support  group.  They  appreciate  the  information  and  trust  it  to  be  accurate  and  current.  Wainwright  ships  magazines  to 

Fort  Greely.  Greely  is  a  sub-installation  of  Wainwright.  Will  send  an  address  at  Greely  for  us  to  ship  magazines  to.  Greely  is  about  three  hours  away  by  vehicle  and 
getting  magazines  to  them  is  a  challenge  sometimes. 

Fort  Wainwright,  AR  -  100 

No  response 

Under  50  Subscriptions 

Fort  Leonard  Wood,  MO  -  25 

Leonard  Wood  is  content  with  the  status  quo.  There  are  no  distribution  problems.  More  magazines  would  be  appreciated,  to  increase  the  number  of  magazines  available  to 
the  hospital  and  medical  clinics,  but  the  priority  is  to  families. 

Fort  Monmouth,  NJ  -  40 

Contact  is  Marcia  Wooten  (interim  contact  in  Outreach  Services  until  a  new  EFMP  manager  is  hired). 

EFMP  staff  members  walk  the  magazines  to  the  clinic,  which  is  within  walking  distance.  Sometimes  someone  from  the  clinic  comes  over, 
and  they’ll  pick  them  up  at  that  time.  Lots  of  EFM  cases  -  most  are  asthma.  ACS  handles  the  civilian  EFM  cases;  the  number  of  military  cases 
is  small.  They  will  place  the  magazine  in  the  library  and  see  whether  people  pick  it  up  there. 

Fort  Monroe,  VA  -  40 

We’re  not  getting  them  monthly  -  approximately  quarterly;  hit  and  miss.  Address  okay.  Small  installation;  headquarters  post  -  not  a  lot  of  troops. 

Approximately  400  troops.  Try  to  send  out  to  families.  Distribute  at  events.  Have  a  clinic,  not  a  hospital.  Do  not  distribute  at  clinic.  Give  to 
newcomers.  Place  in  the  front  lobby  and  in  mailings. 

Fort  Polk,  LA  -  40 

Polk  has  not  had  problems  with  the  reception  of  magazines.  The  increase  of  units  at  Polk  in  the  recent  months  has  increased  the  workload  of  the  EFMP  manager  and,  as  a 
result,  has  increased  the  demand  for  the  magazine.  Polk  would  be  interested  in  pinpoint  distribution  if  available. 

Schofield  Barracks,  HI  -  300 

Schofield  is  very  aggressive  in  distributing  magazines  to  clinics,  child  development  centers,  commissaries  and  other  members  of  the  Department  of  Defense.  Distribution 
to  Tripler  Army  Medical  Center  is  difficult,  due  to  the  distance  between  the  installation  and  the  hospital.  The  time  spent  traveling  is  about  three  to  four  hours  in  traffic, 
plus  the  time  spent  in  the  hospital.  (The  time  in  the  hospital  varies,  due  to  the  availability  of  the  clinicians  and  other  healthcare  professionals.)  Schofield  would  support  a 
pinpoint  distribution  plan  if  one  becomes  available.  Schofield  has  not  had  any  problems  with  receiving  the  magazines  for  the  most  part.  The  magazine  bundles  did  come 
in  one  month  broken  and  the  number  of  magazines  received  that  month  was  considerably  less.  That  reduction  had  an  impact  on  their  families. 

USMA  at  West  Point,  NY  -  40 

No  response 
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Comments: 

Pinpoint  distribution  was  a  hot-button  issue  when  introduced.  The  initiative  came  originally  from  a  manager. 

Pinpoint  distribution  means  taking  magazines  from  the  installation  allocation  and  mailing  those  magazines  directly  to  a  clinic  or  other  recipient  on  the  installation.  An  example  might 
be  Schofield  Barracks,  where  they  receive  30  magazines  at  present.  Hypothetically,  50  magazines  would  be  diverted  from  the  EFMP  manager’s  allocation  and  directly  mailed.  The 
EFMP  manager  would  then  receive  250  at  her  offices  and  the  healthcare  professional  would  receive  50  magazines  at  his  or  her  location  each  month. 

The  disadvantage  to  pinpoint  distribution  is  that  the  face-to-face  contact  that  the  EFMP  manager  now  has  with  the  clinicians  would  be  lost.  Fort  Hood  is  adamant  about  getting  the 
personal  contact.  Some  other  installations  are  not.  They  see  the  time  spent  delivering  magazines  as  time  spent  away  from  families. _ 
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Response  to  Exceptional  Family  Transitional  Training  Program 

/  wanted  to  thank  you  and  everyone  at  EP  again  for  publishing  our  family ’s  story.  Since  the  issue 
has  come  out,  we  have  had  tons  of  positive  feedback.  The  article  has  been  sent  to  several 
legislators  and  used  as  an  example  to  help  convince  leaders  to  make  changes  on  both  the 
medical  and  educational  fronts  (TRICARE  autism  policy  and  the  recent  decision  by  California 
legislators  to  audit  OAH  due  process  system,  etc.)  This  is  exactly  why  we  wanted  to  get  it  out 
there — to  help  others.  In  addition,  because  of  the  article,  I  have  been  invited  to  be  a  speaker  at 
the  end  of  the  month  at  the  USSOCOM  Care  Coalition’s  3’''^  Annual  Conference  in  North 
Carolina.  I  will  be  speaking  to  a  roomful  of  high-ranking  military  leaders  from  all  branches  of 
service  and  others  about  our  family’s  story  and  how  they  can  better  support  military  families 
ajfected  by  autism.  It  will  be  an  honor,  and  is  an  opportunity  I  believe  was  a  direct  result  of  EP 
Magazine ’s  effort  to  get  stories  like  our  family ’s  out  to  the  public.  Thanks  so  much  for  all  that 
you  do  for  families  like  ours  and  children  like  Kate! 

-Kyla  Doyle,  Wife  of  a  Marine  Corps  Master  Sergeant  and  mother 
of  two  daughters,  one  of  whom  has  autism 
The  Doyle  family  was  featured  in  E'C’s  April  2008  eover  story. 

/  want  to  thank  you  and  EP  for  the  outstanding  training  materials  and  books  that  we  ordered.  We 
have  already  incorporated  information  into  our  trainings.  We  were  needing  updated 
information. 

Thank  you  again. 

-Laurie  McCauley 
EFMP  Manager,  Fort  Riley 

Thank  you  for  your  persistence  in  contacting  us  to  ensure  we  take  advantage  of  such  a  wonderful 
opportunity  provided  by  EP. 

-Julie  D.  Franklin 

FFMP  Manager,  Fort  Sill,  regarding  book  orders  from  EP 
Bookstore  through  the  cooperative  agreement 

Thanks  for  the  e-mail.  I'm  looking  forward  to  the  Web  Cast  conference  hosted  by  Southern 
University.  I  hope  there  will  be  an  archive  for  those  of  us  in  Europe;  however,  you  can  be  sure 
that  I  will  request  copies  of  the  presentation.  I  appreciate  Exceptional  Parent  Magazine 
providing  the  U.S.  Army’s  Exceptional  Family  Member  Program  (EFMP)  Coordinators  an 
opportunity  to  participate  in  this  Web  Cast. 

-Fiz  Mulcahey 

EFMP  Coordinator,  U.S.  Army  Garrison  -  Darmstadt 
In  response  to  EPGF’s  spreading  notification  to  its  military 
contacts  regarding  Southern  University’s  conference. 

Working  on  the  Front:  Ethics  in  Rehabilitation  of  Veterans 
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Thank  you  so  much  for  the  opportunity  to  have  these  resources! 

-Gail  Mortensen 

EFMP  Manager,  Fort  Huachuca,  one  of  the  thirteen 
installations  seleeted  by  the  Army  to  receive  books  from 
EP  Bookstore 

THANK  YOU!  THANK  YOU,  AGAIN  AND  AGAIN!! 

-Charlotte  Peterson,  EFMP  Manager,  Fort  Knox, 
one  of  the  thirteen  installations  selected  by  the  Army  to 
receive  books  from  EP  Bookstore 

Thank  you  for  allowing  the  EFMP  Managers  to  “sit  in  ”  on  the  Conference.  Excellent  and 
informative. 

-Jennifer  F.  Burford 
EFMP  Manager,  Fort  Feavenworth 

Regarding  EPGF’s  invitation  to  military  personnel  to  attend  the 
presentation  regarding  Easter  Seals’  Living  with  Autism  study, 
hosted  by  the  National  Press  Club  and  broadcast  via  EPGF’s 
EP  FiveOnline  venue 

/  just  viewed  the  EP  LiveOnline:  Easter  Seals-Mass  Mutual  Living  with  Autism  Study.  I  had 
requested  to  be  notified  when  it  was  available  for  online  viewing.  That  in  itself  was  great  as  I 
was  not  able  to  attend  the  webcast.  I  found  this  information  valuable  and  the  guest  speakers 
inspirational.  I  also  appreciate  being  able  to  download  the  Findings  and  Study  for  future  use. 

Thank  you  so  much  for  making  this  available  and  I  look  forward  to  other  topics. 

-Audrey  Peterson-Hosto 
EFMP  Manager,  Fort  Huachuca 

lam  so  pleased  with  the  article,  Wounded  Warriors  and  Civilian  Communities.  Thank  you  for  all 
of  your  support  and  kind  editorial  expertise.  I  hope  that  we  have  the  opportunity  to  collaborate 
in  the  future. 

-Brenda  Murdough  MSN,  RN-C 
Coordinator  of  the  MilitaryW eterans  Initiative 
American  Pain  Foundation 

I’m  noting  EP  Magazines  now  on  every  installation  I  visit,  and  parents  mentioned  them  in  a 
recent  focus  group  I  conducted  as  well. 

Thanks  for  your  good  work! 

-Ann  Schulte 

Family  Advocacy  Program  Manager 

U.S.  Army  Installation  Command-Northeast  Region 
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It  is  an  honor  to  provide  information  and  support  through  this  publication  that  will  assist 
families  who  are  facing  these  kinds  of  challenges.  The  military  section  o/Exceptional  Parent  is  a 
unique  and  powerful  vehicle  through  which  to  communicate  to  families  across  the  country  and 
across  the  globe.  The  military  families  served  by  May  Institute  who  we  have  profiled  in  our 
articles  have  all  expressed  gratitude  for  the  opportunity  to  share  their  stories.  They  feel  —  and 
we  agree  —  that  their  experiences,  struggles,  and  achievements  can  offer  hope  and  support  to 
other  military  families  in  similar  situations. 

We  are  privileged  to  collaborate  with  Exceptional  Parent,  which  has  a  long  history  of  supporting 
both  military  and  civilian  families.  Thank  you  for  the  good  work  you  do  in  educating  and 
supporting  all  families  with  special  needs.  It  has  been  a  pleasure  to  work  with  your  team,  and  we 
are  so  pleased  to  continue  our  relationship  with  you  in  the  coming  year. 

-“Walter  P.  Christian,  Ph.D.,  ABPP 
President  and  Chief  Executive  Officer 
May  Institute,  Inc. 
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Response  to  Exceptional  Family  Transitional  Training  Program 

/ feel  so  good  about  the  work  you  are  doing.  It  is  really  energizing  the  field  and  Families. 

-“Delores  Johnson 

Direetor  of  Family  Programs,  FMWRC 

Since  the  article  about  our  daughter  was  published  in  EP,  I’ve  received  a  lot  of  nice  feedback 
about  how  the  military  was  viewed  negatively  about  supporting  their  members  and  families  but 
this  article  has  opened  eyes  and  they  are  thankful  to  see  that  the  military  does  take  care  of  its 
people. 

-“Cindy  Johnson,  Retired  Senior  Master  Sergeant,  U.S.  Air  Foree 

/  have  had  nothing  but  positive  comments  in  reference  to  the  magazines. 

-“Mavis  Crowell,  EFMP  Manager,  Fort  Stewart 

Everybody  asks  about  them.  They  wish  they  could  get  them. 

-“Jennifer  Funk,  EFMP  Assistant,  Kaiserslautern,  Germany, 
IMCOM-Europe,  regarding  installations  not  in  the  initial  pilot 
and  magazine  program  requesting  eopies  of  EP  magazine 

Your  magazine  is  a  lifeline  for  our  folks  out  here,  to  include  myself.  The  information  provided  is 
current  and  excellent.  ...  I  hope  the  seminar  is  only  the  “Last”  for  this  year. 

-“John  Bouillon 
EFMP  Manager,  Tori!  Station 

Since  arriving  late  August  I  sent  a  mass  email  to  my  EFMP  families  to  inform  them  of  the  online 
seminar.  The  feedback  that  I  have  received  has  been  positive.  They  have  all  thanked  me  for 
information.  I  think  our  Families  are  empowered  when  they  can  relate  to  other  Families  who 
have  similar  needs.  As  I  learn  my  community  demographics  the  feeling  of  isolation  and 
loneliness  comes  up  more  frequently  with  each  Family  I  meet.  I  feel  fortunate  that  I  have  these 
resources  to  refer  my  EFMP  Families  to. 

-“Josephine  M.  Toohey 
EFMP  Coordinator,  West  Point 

The  EP  partnership  has  been  very  beneficial  for  our  installation.  The  training  has  assisted  a  new 
EFMP  staff  gain  knowledge  to  support  our  EFMP  families.  The  EP  magazine  is  wonderful  and 
the  EFMP  staff  and  patrons  both  appreciate  this  support. 

-“Judy  Eoff 

EFMP  Manager,  Fort  Eee 

/  find  the  EP  Magazine  as  an  excellent  source  of  information! 

-“Marlene  F.  Cherrye 
EFMP  Manager,  Fort  Eustis 
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The  EFMP  Families  at  Picatinny  Arsenal  were  delighted  to  receive  their  own  copies  of  EP 
Magazine  in  December. 

-“Marci  Keck 

EFMP  Manager,  Picatinny  Arsenal 

/  believe  the  teleconferences  and  webinars  to  be  a  valuable  tool,  especially  for  those  in  isolated 
areas. 

-“Heather  Fiedler 

EFMP  Manager,  Tobyhanna  Army  Depot 

/  find  that  the  magazine  itself  is  very  helpful  and  take  them  home  to  read  them  when  I  can  focus 
and  have  time.  I  have  made  copies  of  various  articles  in  the  magazine  as  a  handout  to  parents  at 
various  times.  I  have  also  given  the  magazine  to  parents  when  they  show  an  interest  and  I  know 
that  they  will  read  it.  ...  /  think  it  is  definitely  worth  continuing  the  partnership  as  it  is  one  of  the 
few  resources  that  I  have  come  across  to  keep  up  my  professional  skills  and  info  so  that  I  can  be 
a  more  effective  manager. 

-“Michelle  Hewitt 
EFMP  Manager,  Fort  Detrick 

L  The  most  popular  EP  magazines  are  January ’s  resource  directory  and  April’s  Autism.  One  of 
my  support  groups/classes  will  deplete  a  monthly  supply.  The  directory  is  a  valuable  tool  in  the 
reassignment  process  and  informs  parents  of  the  new  state’s  resources  and  POCs  prior  to 
relocation.  Would  appreciate  more  magazines  in  these  two  months. 

2.  Although  Fort  Belvoir  has  the  capability  of  offering  teleconferences  in  our  catchment  area 
and  marketing  is  optimal,  parents  (1)  do  not  want  to  leave  their  residence  after  long  commutes 
home,  and  (2)  voice  arriving  home  too  late,  and  being  too  busy  in  the  evening  hours  to  devote 
self  training  time,  even  if  they  can  access  the  class  from  home. 

3.  All  parents  who  attend  Fort  Myer’s  noon  or  evening  support  groups/educational  classes 
“devour”  the  diagnosis-specific  books  offered,  such  as  Autism/ADD/Special  Education  Process 
Laws,  and  Special  Needs  Parenting,  etc.  I  would  find  it  helpful  if  all  installations  were  offered 
free  EP  books  of  their  choice. 

-“Marcia  O’Connor 
EFMP  Manager,  Fort  Myer 

The  EFMs  at  Fort  Meade  enjoy  reading  the  articles  and  learning  about  different  resources. 

-Martila  Seals 

EFMP  Coordinator,  Fort  Meade 

Carlisle  Barracks  has  had  several  families  with  a  very  pleasant  and  appreciative  response  to 
receiving  the  EP  Magazine! 

-“Anne  K.  Hurst 

EFMP  Manager,  Carlisle  Barracks 


The  online  seminars  are  great. 


-“Parent 
Fort  Belvoir 
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The  Military  Families  in  Darmstadt,  Germany  have  been  through  several  deployments  and  we 
appreciate  the  help  EP  Magazine’s  articles  and  EP  LiveOnline  Seminars  have  given  our 
Families  in  Transition  with  special  needs  children.  Our  Garrison  covers  several  locations; 
however  with  the  EP  Magazine  and  EP  LiveOnline  seminars,  we  feel  as  if  we  are  united  as  one 
big  Military  Family  caring  for  each  other  and  our  children  with  special  needs. 

Through  EP  Magazine  and  its  kindness  and  support  of  Military  Families,  we  are  gaining  a  sense 
of  control  over  our  lives  and  the  well  being  of  our  children  with  special  needs.  From  EP 
Magazine  articles  and  EP  LiveOnline  Seminars,  we  are  gaining  a  better  understanding  of 
disabilities;  and  therefore,  it  is  easier  for  us  to  accept  the  responsibility,  address  special  needs 
issues,  and  know  what  help  is  available  in  the  military  community  and  elsewhere. 

With  EP  Magazine  articles  which  provide  support  of  Military  Families  with  special  needs,  we 
are  not  hopeless  and  alone,  but  we  are  empowered.  EP  Magazine  is  doing  a  great  job  in  support 
of  Military  Families,  and  its  EP  LiveOnline  Seminars  are  extremely  helpful.  We’re  using 
information  provided  through  EP  LiveOnline  Seminars  for  our  GWOT  Respite  Care  Provider 
trainings,  and  it  is  a  most  awesome  tool.  Having  professionals  providing  EP  LiveOnline 
Seminars  on  medical  issues  that  are  relevant  to  many  of  our  Military  Families  living  overseas  is 
a  blessing. 

EFMP  would  like  to  thank  EP  Magazine  for  all  its  support  of  Military  Families  with  special 
needs,  and  for  allowing  us  an  opportunity  to  participate  in  the  EP  LiveOnline  Seminars. 

-Liz  Mulcahey 

EFMP  Coordinator,  U.S.  Army  Garrison  -  Darmstadt 

Exceptional  Parent  magazine  is  extraordinary  journalism  in  every  way  for  our  community, 
military  families,  and  our  nation.  If  anything,  EP  brings  a  sense  of  unity  within  our  diverse  world 
by  connecting  everyday  people  to  become  more  educated  (and)  knowledgeable.  ...  When  I  think 
of  EP  Magazine  ...  /  think  of  learning  something  new  that  I  did  not  already  know.  I  believe  the 
literature  within  the  magazine  is  unique,  like  our  many  families  who  read  it. 

-Candy  Reyes 

Wife  of  an  active-duty  Army  Sergeant  and  mother  of  two  children 
with  special  needs 

Please  let  EP  know  that  the  military  family  section  of  the  magazine  is  much  appreciated  and  very 
closely  read.  Thanks  for  all  you  do. 

-Parent 
Fort  Belvoir 
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Protect  Us  Around 
the  World 
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:  Editorial  Highlights  and  Calendar 

^  Page  182 

.wwwieparent.com 


Special  Olympics 
Brings  New  Hope  and 
Prospect  to  China: 

A  Report  on  the 
International  Games 


Military 


EXCEPTIONAL  PARENT  MAGAZINE  (EP)  introduced  a  new  section  in  January  2007  to 
its  award-winning  publication.  The  section  was  oriented  toward  the  U.S.  Army  and  was 
funded  by  a  U.S.  Army  Cooperative  Research  Agreement,  titled  the  Exceptional  Family 
Transitional  Training  (EFTT)  Program.  EP  dedicated  the  section  to  the  men  and  women  of 
the  Army  and  pledged  to  provide  the  most  current  and  accurate  information  available  to 
those  families  caring  for  individuals  with  special  needs.  The  true  spirit  of  the  agreement 
was  to  share  information  between  the  civilian  and  military  communities  and  to  increase 
resources  and  information  available  to  meet  the  unique  needs  of  military  families  caring 
fora  member  with  special  needs. 

Military  leaders  throughout  the  Department  of  Defense  have  said  unit  readiness  is  the 
most  important  facet  of  preparing  for  war.  Unit  readiness  goes  beyond  making  sure 
people  and  equipment  are  ready  for  mobilization;  it  entails  providing  the  highest  quality 
of  life  possible  for  the  men  and  women  who  stand  in  harm's  way. 

Leaders  have  long  recognized  that  about  one  in  ten  families  care  for  individuals  with 
special  needs.  EP  and  the  military  have  joined  together  to  share  information  to  improve 
the  quality  of  life  for  families  with  special  needs.  EP  has  been  a  leader  in  the  special  needs 
arena  for  over  37  years  and  enthusiastically  united  with  the  Army  to  provide  the  informa¬ 
tion  that  can  help  our  military  families  in  transition.  EP  has  worked  in  the  past  with  the 
Exceptional  Eamily  Member  Programs  (EFMPs)  of  the  Army,  Navy,  and  Marine  Corps. 

The  year  2008  offers  new  opportunities  to  share  information.  EP  welcomes  the  chal¬ 
lenges  of  expanding  the  base  of  information  to  include  all  families,  healthcare  profes¬ 
sionals,  and  program  managers  in  all  service  components.  We  do  this  because  it  is  the 
right  thing  to  do. 

This  year,  the  military  section  of  EP's  Annual  Resource  Guide  includes  listings  for  the 
EPMP  offices  of  the  Army,  Navy,  and  Marine  Corps.  Listings  were  also  added  for  the 
United  States  Coast  Guard,  the  first  line  of  defense  for  all  of  our  nation's  navigable  water¬ 
ways  and  shores. 

Lastly,  the  listing  of  the  medical  centers  for  the  Department  of  Veterans  Affairs  was 
included.  All  obtainable  lists  are  included  with  hopes  for  receiving  additional  lists  in  the 
future  from  other  branches  and  corps  to  provide  the  most  comprehensive  resources 
possible  for  families  and  healthcare  providers. 

In  this  year's  Guide,  EP  provides  the  points  of  contact  needed  to  help  as  military  fami¬ 
lies  move  from  installation  to  installation.  The  fullest  listing  is  being  offered  because  of 
EP's  recognition  that  service  members  are  frequently  moving  to  installations  managed  by 
another  service.  Soldiers  are  being  assigned  to  joint  billets  at  Air  Porce  bases;  Marines 
are  serving  tours  at  Army  posts.  EP  believes  it  is  important  to  be  able  to  find  the  closest 
EPMP  manager  or  coordinator  at  your  new  assignment. 

EP  knows  families  are  going  home  during  deployments.  Help  might  be  a  phone  call 
away,  and  that  phone  call  might  be  to  a  Coast  Guard  Family  Resources  Specialist  who 
knows  the  resources  available  in  the  local  community. 

EP  also  understands  that  there  are  challenges  as  Wounded  Warriors  move  from  the 
military  healthcare  system  into  the  healthcare  system  of  the  Department  of  Veterans 
Affairs  (VA).  For  that  reason,  a  listing  of  the  major  medical  centers  of  the  VA,  their  regional 
offices,  and  their  benefits  offices  is  included.  Their  telephone  numbers  may  be  the  link  to 
a  better  tomorrow. 

Today  and  tomorrow,  EP  will  continue  to  provide  the  opportunity  for  families  to  reach 
out  to  each  other,  share  ideas  and  experiences,  and  break  down  the  barriers  brought  on 
by  the  physical  and  emotional  strains  of  caring  for  family  members  with  special  needs. 


ALASKA 

FORT  GREELEY,  AK 

Army  Community  Service 
Gabriel  Auditorium, 

Building  #655 

Ft.  Greely,AK  99731-1309 

0:  1-907-873-2479 

FORT  RICHARDSON,  AK 

Army  Community  Service 
724  Postal  Service  Loop 
Building  600,  Room  A1 1 6 
Fort  Richardson,  AK  99505-6600 
0:  1-907-384-0225 

FORT  WAINWRIGHT,  AK 

Army  Community  Service 
Building  3401  Santiago  Avenue, 
Room  60 

Fort  Wainwright,  AK  99703 
0:  1-907-353-4243 


ARIZONA 

FORT  HUACHUCA,  AZ 

ACS-EFMP 
ATTN:  ATZS-MWC 
Building  50010,  Smith  Street 
Fort  Huachuca,  AZ  85613 
0:  1-520-533-5719 
F:  1-520-533-3778 

YUMA  PROVING  GROUNDS,  AZ 

ACS-EFMP 

USAG  Yuma  Proving  Ground 
301  C  Street,  Building  309 
Yuma,  AZ  85365 
0:  1-928-328-3224 
F:  1-928-328-2597 


ARKANSAS 

PINE  BLUFF  ARSENAL,  AR 

ACS-EFMP 

16-270  Fleming  Drive 

Pine  Bluff  Arsenal,  AR  71602-9500 

0:  1-870-540-3588 

F:  1-870-540-3204 


CALIFORNIA 

FORT  IRWIN,  CA 

ACS-EFMP 

Building  548 

PO  Box  105090 

Fort  Irwin,  CA  92310-5123 

0:  1-760-380-3698 

F:  1-760-380-3775 


UNITED  STATES  ARMY 

EP  has  endeavored  to  list  all  the  installations  in  the  United  States  Army.  The  listing  is 
correct  to  the  best  of  our  knowledge  at  the  time  of  publication.  Attempts  were  made  to 
call  all  the  installations  in  the  United  States.  Information  for  overseas  installations  was 
provided  by  the  Installation  Management  Command  (IMCOM).  Por  corrections  or 
updates,  please  contact  Riley  Miller,  EP's  Western  Region  Coordinator  of  the  EPTT 
Program,  at  rmiller@eparent.com. 

CONUS 

This  installation  listing  contains  all  the  EPMP  offices  in  the  United  States,  including  Alaska 
and  Hawaii.  The  offices  are  arranged  alphabetically  by  state  and  then  by  installation. 
Overseas  EFMP  offices  (excluding  Alaska  and  Hawaii)  are  arranged  by  region  and  then  by 
installation.  This  directory  is  current  as  of  December  2007. 


ALABAMA 

ANNISTON  ARMY  DEPOT,  AL 

ACS-EFMP 

ATTN:  AMSTA-AN-CFA 
7  Frankford  Avenue 
Anniston,  AL  36201-41 99 
0:  1-256-235-7971 
F:  1-256-235-4878 


FORT  RUCKER,  AL 

ACS-EFMP 

Building  5700,  Room  390 
Fort  Rucker,  AL  36362-5000 
0:  1-334-255-9277 
F:  1-334-255-1139 


REDSTONE  ARSENAL,  AL 

ACS-EFMP 

Redstone  Arsenal 

Building  3338,  Redeye  Road 

Redstone  Arsenal,  AL  35898-5000 

0:  1-256-876-5397 

F:  1-256-955-9171 


PRESIDIO  OF  MONTEREY  CA 

ACS-EFMP 

Defense  Language  Institute  & 
Foreign  Language  Center 
Presidio  of  Monterey,  CA  93944 
0:  1-831-242-7653 
F:  1-831-242-7662 

SIERRA  ARMY  DEPOT,  CA 

ACS-EFMP 
Sierra  Army  Depot 
Building  150 
Herlong,  CA  96113 
0:  1-530-827-4190 
F:  1-530-827-4636 


COLORADO 

FORT  CARSON,  CO 

ACS-EFMP 

6303  Wetzel  Avenue 

Fort  Carson,  CO  80913-4104 

0:  1-719-526-0446 

F:  1-719-526-2637 


DISTRICT  OF  COLUMBIA 

WALTER  REED  ARMY 
MEDICAL  CENTER 

ACS-EFMP 

6900  Georgia  Avenue 

Building  17 

Washington,  DC  20307-5001 
0:  1-202-782-3412 
F:  1-202-782-7270 


FLORIDA 

MIAMI,  FL 

ACS-EFMP 

USAG-Miami 

3511  Northwest  91st  Avenue 
Miami,  FL  33172 
0:  1-305-437-2644/2734 
F:  1-305-437-2716 


GEORGIA 

FORT  BENNING,  GA 

ACS-EFMP 

Building  2624,  Soldiers  Plaza 
Fort  Benning,  GA  31905-4599 
0:  1-706-545-5521/7517 
F:  1-706-545-2545 

FORT  GORDON,  GA 

ACS-EFMP 
Darling  Hall 

307  Chamberlain  Avenue 
Suite  224 

Fort  Gordon,  GA  30905-5250 
0:  1-706-791-4872 
F:  1-706-791-7880 

FORT  MCPHERSON,  GA 

ACS-EFMP 

1350  Troop  Row  SW 

Fort  McPherson,  GA  30330-1049 

0:  1-404-464-2968 

F:  1-404-464-4862 

FORT  STEWART,  GA 

ACS-EFMP 

Building  87,  191  Lindquist  Road 
Fort  Stewart,  GA  31314 
0:  1-912-767-5058/5059 
F:  1-912-767-3195 


HAWAII 

SCHOFIELD  BARRACKS,  HI 

U.S.  Army  Garrison,  Hawaii 

ACS-EFMP 

350  Eastman  Road 

Schofield  Barracks,  HI  96857-1059 

0:  1-808-655-2400 


ILLINOIS 

ROCK  ISLAND  ARSENAL.  IL 

ACS-EFMP 

ATTN:  IMWE-RI-MWA 
1  Rock  Island  Arsenal 
Rock  Island,  IL  61299-5000 
0:  1-309-782-3049 
F:  1-309-782-0395 


KANSAS 

FORT  LEAVENWORTH,  KS 

ACS-EFMP 

615  McClellan  Avenue 
Fort  Leavenworth,  KS  66027 
0:  1-913-684-2871 

FORT  RILEY  KS 

ACS-EFMP 
Building  7264 
Fort  Riley,  KS  66442 
0:  1-785-239-9435 
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KENTUCKY 

FORT  CAMPBELL,  KY 

ACS-EFMP 
Building  5661 

Screaming  Eagle  Boulevard 
Eort  Campbell,  KY  42223 
0:  1-270-798-6843/2727 
E:  1-270-798-6299 

FORT  KNOX,  KY 

ACS-EFMP 

Building  77,  239  Binter  Street 
Fort  Knox,  KY40121 
0:  1-502-624-6291/8391 
F:  1-502-624-1858 


LOUISIANA 

FORT  POLK,  LA 

ACS-EFMP 

1591  Bell  Richard  Avenue 
Fort  Polk,  LA  71459-5227 
0:  1-337-531-2840/6867 
F:  1-337-531-0666 


MARYLAND 

ABERDEEN  PROVING 
GROUND,  MD 

ACS-EFMP 
2754  Rodman  Road 
Room  21 1 

Aberdeen  Proving  Ground,  MD 
21005-5001 

0:  1-410-278-4372/7572 
F:  1-410-278-9685 

FORT  DETRICK,  MD 

ACS-EFMP 

1520  Freedman  Drive 

Room  126 

Fort  Detrick,  MD  21702-5016 
0:  1-301-619-3385 
F:  1-301-619-6288 

FORT  MEADE,  MD 

ACS-EFMP 

830  Chisholm  Avenue 
Fort  Meade,  MD  20755-5078 
0:  1-301-677-5590 
F:  1-301-677-2910 


MASSACHUSETTS 

DEVENS,  MA 

ACS-EFMP 

30  Quebec  Street,  Unit  1 1 
Devens,  MA  01 434-4479 
0:  1-978-796-3023 
F:  1-978-796-2114 

NATICK  SOLDIER  SUPPORT 
CENTER,  MA 

ACS-EFMP 
Natick  SSC 
1 4  Kansas  Street 
Natick,  MA  01760 
0:  1-508-233-4798 
F:  1-508-233-4910 


MICHIGAN 

SELFRIDGE,  Ml 

ACS-EFMP 
USAG-SelfrIdge 
Building  780,  Room  1 1 
MS  604 

44200  Jefferson  Avenue 
SANG  Base,  Ml  48045-5263 
0:  1-586-307-5611 
F:  1-586-307-5593 


MISSOURI 

FORT  LEONARD  WOOD,  MO 

ACS-EFMP 

140  Replacement  Avenue 
Suite  1109 

Fort  Leonard  Wood,  MO  64573 
0:  1-573-596-0212 


NEW  JERSEY 

FORT  DIX,  NJ 

ACS-EFMP 
Building  5201 
Maryland  Avenue 
Fort  DIx,  NJ  08640 
0:  1-609-562-2150 
1-800-877-2380 
F:  1-609-562-6339 

FORT  MONMOUTH,  NJ 

ACS-EFMP 

Building  812 

Murphy  Drive 

Fort  Monmouth,  NJ  07703 

0:  1-908-532-2077 

PICATINNY  ARSENAL,  NJ 

ACS-EFMP 
Building  34  North 
Picatinny  Arsenal,  NJ  07806 
0:  1-973-724-4180 
F:  1-973-724-2614 


NEW  YORK 

FORT  DRUM,  NY 

ACS-EFMP 
4330  Conway  Road 
Fort  Drum,  NY  13602-5286 
0:  1-315-772-5476 
F:  1-315-772-6965 

FORT  HAMILTON,  NY 

ACS-EFMP 

405  General  Lee  Avenue 
Brooklyn,  NY  11252 
0:  1-718-630-4460 
F:  1-718-630-4473 

WEST  POINT,  NY 

ACS-EFMP 

United  States  Military  Academy 
ACS,  IMNE-MIL-MWA 
622  Swift  Road 
West  Point,  NY  10996 
0:  1-845-938-5655 
F:  1-845-938-3019 


NEW  MEXICO 

WHITE  SANDS  MISSILE 
RANGE,  NM 

ACS-EFMP 

ACS,  Building  250 

White  Sands  Missile  Range,  NM 

88002-5018 

0:  1-505-678-2306 

F:  1-505-678-6789 


NORTH  CAROLINA 

FORT  BRAGG,  NC 

ACS-EFMP 

Building  4,  2843  Normandy  Drive 
Fort  Bragg,  NC  28310 
0:  1-910-907-3395 
F:  1-910-396-8401 


OKLAHOMA 

FORT  SILL,  OK 

ACS-EFMP 
PO  Box  33097 
Fort  Sill,  OK  73503 
0:  1-580-442-3393 
F:  1-580-442-7617 

MCALESTER  AAP,  OK 

ACS-EFMP 
1  C  Tree  Road 
McAlester  AAP 
McAlester,  OK  74501 
0:  1-918-420-6249 
F:  1-918-420-6157 


PENNSYLVANIA 

CARLISLE  BARRACKS,  PA 

ACS-EFMP 
46  Ashburn  Drive 
Carlisle,  PA  17013 
0:  1-717-245-3775 
F:  1-717-245-3775 

TOBYHANNA  ARMY  DEPOT,  PA 

ACS-EFMP 

1 1  Hap  Arnold  Boulevard 
Tobyhanna,  PA  18466-5044 
0:  1-570-895-7069 
F:  1-570-895-9266 


PUERTO  RICO 

FORT  BUCHANAN,  PR 

ACS-EFMP 

218  Brook  Street 

Fort  Buchanan,  PR  00934-4206 

0:  1-787-707-3295 

F:  1-787-783-1490 


SOUTH  CAROLINA 

FORT  JACKSON,  SC 

ACS-EFMP 

5450  Strom  Thurmond  Boulevard 
Fort  Jackson,  SC  29207 
0:  1-803-751-5256 
F:  1-803-751-5528 


TEXAS 

FORT  BLISS,  TX 

ACS-EFMP 

ATTN:  ATZC-CAA-A 

Building  2494 

Fort  Bliss,  TX  79916-6812 

0:  1-915-568-1132 

FORT  HOOD,  TX 

ACS-EFMP 
Rivers  Building  121 
761  Tank  Battalion  Road 
Fort  Hood,  TX  76544 
0:  1-254-286-6585 
F:  1-254-287-8428 

FORT  SAM  HOUSTON,  TX 

ACS-EFMP 

Building  2797 

2010  Stanley  Avenue 

Fort  Sam  Houston,  TX  78234-5095 

0:  1-210-221-2705 

RED  RIVER  ARMY  DEPOT,  TX 

ACS-EFMP 
ATTN:  AMSTA-RR-Y 
Building  469 

Texarkana,  TX  75507-5000 
0:  1-903-334-4137 
F:  1-903-334-4411 


UTAH 

DUGWAY  PROVING 
GROUND,  UT 

ACS-EFMP 

IMWE-DUG-MWA  MS#3 
Building  5124  Kister  Avenue 
Dugway,  UT  84022-5003 
0:  1-435-831-2834 
F:  1-435-831-2831 


VIRGINIA 

FORT  BELVOIR,  VA 

ACS-EFMP 
5820  21st  Street 
Building  210 

Fort  Belvoir,  VA  22060-5561 
0:  1-703-805-2967 
F:  1-703-805-3276 


FORT  EUSTIS,  VA 

ACS-EFMP 
Building  601 
Room  143 

Fort  Eustis,VA  23604-51 14 
0:  1-757-878-0910,  Ext.  227 
F:  1-757-878-0919 

FORT  LEE,  VA 

ACS-EFMP 

1231  Mahone Avenue 

Building  9023 

Fort  Lee,  VA  23801-1605 

0:  1-804-734-6388 

F:  1-804-734-6383 

FORT  MONROE,  VA 

ACS-EFMP 

Army  Community  Service 
96  Stilwell  Drive 
Fort  Monroe,  VA  23651 
0:  1-757-788-3535 
F:  1-757-788-3713 

FORT  MYER,  VA 

ACS-EFMP 
201  Custer  Road 
Fort  Myer,VA  22211 
0:  1-703-696-8467 
F:  1-703-696-0159 

FORT  STORY,  VA 

ACS-EFMP 

522  Cam  Rahn  Bay  Road 
Fort  Story,  VA  23459 
0:  1-757-422-7311 


WASHINGTON 

FORT  LEWIS,  WA 

ACS-EFMP-M 
Box  339500 

Fort  Lewis,  WA  98433-9500 
0:  1-253-967-9704 


WISCONSIN 

FORT  MCCOY,  Wl 

ACS-EFMP 
Building  21 1 1 
Fort  McCoy,  Wl  54656 
0:  1-608-388-2412 
F:  1-608-388-4992 


EUROPE 

ANSBACH,  GERMANY 

USAG  Ansbach 
ATTN:  IMEU-ANS-MWA 
Unit  28614 
APO  AE  09177 
0:  011-49-9802-832-516 
DSN:  314-467-2516 

BAMBERG,  GERMANY 

USAG  Bamberg 
ATTN:  IMEU-BAM-MWA 
Unit  27535 
APO  AE  09139 

0:  011-49-951-300-8547/7777 
DSN:  314-469-8547 

BAUMHOLDER,  GERMANY 

USAG  Baumholder 
ATTN:  IMEU-BMH-MWA 
Unit  23746,  Box  2 
APO  AE  09034 
0:  011-49-6782-68188 
DSN:  314-485-7186 

CHIEVRES,  BELGIUM 

Cdr,  USAG  BENELUX 
ATTN:  ACS-EFMP 
Unit  21420,  Box  6675 
APO  AE  09705 
0:  0032-65-445263 
DSN:  314-423-5263 


DARMSTADT,  GERMANY 

USAG  Darmstadt 
AHN:  IMEU-DAR-MWA 
Unit  29500,  Box  0037 
APO  AE  09175-0037 
0:011-49-5151-697618 

GRAFENWOEHR,  GERMANY 

USAG  Grafenwoehr 
AHN:  IMEU-VLK-MWA 
Unit  28138 
APO  AE  09114 
0:011-49-9662-83-2650 
DSN:  314-476-2650 

HEIDELBERG,  GERMANY 

USAG  Heidelberg 
AHN:  IMEU-HEI-MWA 
Unit  29237 
CMR419,  Box  1642 
APO  AE  09102 
0:011-49-6221-57-6883 
DSN:  314-370-6883 

USAG  HESSEN/HANAU 

AHN:  IMEU-HAS-MWA 
Unit  20193,  Box  0006 
APO  AE  09165 
0:011-49-6181-88-8965 

HOHENFELS,  GERMANY 

USAG  Hohenfels 
AHN:  IMEU-HHF-MWA 
Unit  28216 
APO  AE  09173 
0:011-49-9472-83-4907 
DSN:  314-466-4907 

KAISERSLAUTERN,  GERMANY 

USAG  Kaiserslautern 
AHN:  IMEU-KAI-MWA 
Unit  23152 
APO  AE  09227 
0:011-49-631-536-8358 
DSN:  314-489-8358 

LIVORNO,  ITALY 

USAG-Livorno 
AHN:  EFMP 
Unit  31301,  Box  55 
APO  AE  09613 
0:011-39-50-54-7084 

MANNHEIM,  GERMANY 

USAG  Mannheim 
AHN:  IMEU-MAN-MWA 
Unit  29901 
APO  AE  09086 
0:011-49-621-730-2896 
DSN:  314-385-2896 

SCHINNEN,  THE 
NETHERLANDS 

USAG  Schinnen 
AHN:  IMEU-SCH-MWA 
Unit  21602 
APO  AE  09703 
0:0031-46-443-7453/7451 
DSN:  314-360-7453/7451 

SCHWEINFURT,  GERMANY 

USAG  Schweinfurt 
AHN:  IMEU-SWF-MWA 
CMR457 
APO  AE  09033 
0:011-49-9721-96-7077 
DSN:  314-354-7077 

STUTTGART,  GERMANY 

USAG  Stuttgart 
AHN:  IMEU-STU-MWA 
Unit  30401,  Box  4010 
APO  AE  09131 
0:011-49-703-115-3326 
DSN:  314-431-3326 

VICENZA,  ITALY 

USAG  Vicenza 
AHN:  IMEU-VIC-MWA 
Unit  31401,  Box  41 
APO  AE  09630 
0:011-39-0444-71-8582 
DSN:  314-634-8582 
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WIESBADEN,  GERMANY 

USAG  Wiesbaden 
ATTN:  IMEU-WSB-MWA 
Unit  29623 
APO  AE  09096 

0:011-49-611-408-0254/5254 
DSN:  314-335-5254 


KOREA 

CAMP  CASEY,  REP  OF  KOREA 

USAG-Casey 
(Includes  Camps  Red 
Cloud  and  Stanley) 
ACS/FAP/EEMP 
Unit  15707 
APO  AP  96258-5707 
DSN:  730-3108 

CAMP  HUMPHREYS, 

REPUBLIC  OF  KOREA 

USAG-Humphreys 

(Includes  Camp  Long,  Camp 

Eagle,  and  Suwon) 

ACS/FAP/EEMP 

Unit  15716 

APO  AP  96271-5716 

DSN:  753-3742 

DAEGU,  REP  OF  KOREA 

USAG-Daegu 

(Includes  Camp  Walker,  Camp 

Henry,  and  Camp  Carroll) 

ACS/FAP/EEMP 

Unit  15494 

APO  AP  96218-5494 

DSN:  768-8129 

YONGSAN,  REP.  OF  KOREA 

USAG-Yongsan 
(Includes  Hannam  Village 
and  K-16) 

ACS/EFMP 
Unit  15333 
APO  AE  96205-5333 
DSN:  738-7510 


PACIFIC 

CAMP  ZAMA,  JAPAN 

Army  Community  Service 
Building  402 
Camp  Zama,  Japan 
APO  AE  96343-5006 
DSN:  315-263-4572 

TORN  STATION,  JAPAN 

Army  Community  Service 

USAG-J  Torii 

ATTN:  IMPC-JA-MWR-A 

Unit  35115 

APO  AP  96376-5115 

0:011-816-117  44-4106 

DSN:  315-644-4106 


UNITED  STATES  MARINE 
CORPS  -  Th  e  most  current 
listing  of  Marine  Corps 
Exceptional  Family 
Member  Program 
Coordinators  can  be  found 
at:  http://www.usmc- 
mccs.org/efmp. 

COMMANDING  GENERAL 

Attn:  Marine  Corps 
Community  Services 
HQ  MCCDC 
2034  Barrett  Avenue 
Quantico.VA  22134-5012 
0:  1-703-784-2172/3179 
DSN:  278-2172/3179 
E:  1-703-432-0103 


ARIZONA 

MC  AIR  STATION -YUMA 

Commanding  Officer 
Attn:  Marine  Corps 
Community  Services 
MCAS,  Box  99132 
Building  598 
Yuma,  AZ  85369-9132 
0:  1-928-269-5233 
DSN:  269-5233 
E:  1-928-269-2657 
DSN:  269-2657 


CALIFORNIA 

12TH  MARINE  CORPS  DISTRICT 

HQ,  12TH  Marine  Corps  District 
Attn:  QoL 

3704  Hochmuth  Avenue 
Building  8 

San  Diego,  CA  92140-5191 
0:  1-619-542-5568 
E:  1-619-542-5587 

MARINE  CORPS  BASE-CAMP 
PENDLETON 

Commanding  General 
Marine  &  Eamlly  Services  Attn: 
EEMP 

MCB  Box  555020 
Camp  Pendleton,  CA  92055-5020 
0:  Mainside  1-760-725-5363 
DSN:  365-5363 
E:  1-760-725-9507 
DSN:  365-9502 

NORTH  OFFICE,  CAMP 
PENDLETON 

0:  1-760-763-0868 
DSN:  361-0868 

SCHOOL  OF  INFANTRY 
BUILDING  520512 

F:  1-760-725-1768 
DSN:  361-1768 

MARINE  CORPS  RECRUIT 
DEPOT-SAN  DIEGO 

Commanding  General 

Attn:  Marine  Corps 

Community  Services 

Marine  Corps  Recruit  Depot/WRR 

4025  Tripoli  Avenue,  Building  14 

San  Diego,  CA  92140-5023 

Toll  free:  1-888-718-3027 

0:  1-619-524-6078 

DSN:  524-6078 

F:  1-619-524-0675 

DSN:  524-0675 


MCAS-MIRAMAR 

Commanding  General 
Attn:  Marine  Corps 
Community  Services 
MCAS  Miramar 

PO  Box  452008,  Building  2274 
San  Diego,  CA  92145-2008 
0:  1-858-577-8644 
DSN:  267-8644 
F:  1-858-577-4378 
DSN:  267-4378 

MC  LOGISTICAL  BASE  - 
BARSTOW 

Commanding  Officer 
Attn:  Marine  Corps 
Community  Services 
MCLB  Box  110100,  Building  30 
Barstow.CA  9231 1-5001 
0:  1-760-577-6755 
DSN:  282-6755 
F:  1-760-577-6085 
DSN:  282-6085 

MCAGCC  -  TWENTYNINE  PALMS 

Commanding  General 
Attn:  Marine  Corps 
Community  Services 
Box  788150,  Building  1551 
Twentynine  Palms,  CA  92278-8150 
0:  1-760-830-7740 
DSN:  230-7740 
F:  1-760-830-8323 
DSN:  230-8323 


GEORGIA 

MARINE  CORPS  LOGISTICS 
BASE  -  ALBANY 

Commanding  Officer 
Marine  Corps  Logistics  Base 
Marine  Corps  Community  Services, 
Marine  &  Family  Sen/Ices 
814  Radford  Boulevard 
Suite  2031 1 

Albany,  GA  31704-0311 
0:  1-229-639-5277 
DSN:  567-5277 
F:  1-229-639-6103 
DSN:  567-6103 


KANSAS 

MARINE  CORPS 
MOBILIZATION  COMMAND 

Commanding  Officer 
Marine  Corps  Mobilization 
Command 
Attn:  Marine  Corps 
Community  Services 
3721  East  155th  Street 
Building  709 
Kansas  City,  MO  64147 
0:  1-816-843-3659 
DSN:  894-3659 
F:  1-816-843-3662 
DSN:  894-3662 


MISSOURI 

9TH  MARINE  CORPS  DISTRICT 

HQ,  9th  Marine  Corps  District 
Attn:  QoL 

3805  East  1 55th  Street 
Building  710 

Kansas  City,  MO  64147-1309 
0:  1-816-843-3900 
F:  1-816-843-3964 


NEW  YORK 

1ST  MARINE  CORPS  DISTRICT 

HQ,  1st  Marine  Corps  District 
Attn:  QoL 

605  Stewart  Avenue 
Garden  City,  NY  11530 
0:  1-516-228-3699 
F:  1-516-228-5633 


NORTH  CAROLINA 

MC  AIR  STATION  -  NEW  RIVER 

Commanding  Officer 
Attn:  Marine  Corps 
Community  Services 
MCAS,  New  River 
PSC  Box  21001 
Jacksonville,  NC  28545-1001 
0:  1-910-449-5248/5251 
DSN:  752-5248/5251 
F:  1-910-449-6240 
DSN:  752-6240 

MC  AIR  STATION -CHERRY 
POINT 

Marine  Corps 
Community  Services 
Attn:  Marine  and  Family  Services 
PSC  Box  8009 

Cherry  Point,  NC  28533-0009 
0:  1-252-466-4401/5662 
DSN:  582-4401/5662 
F:  1-252-466-7261 
DSN:  582-7261 

MC  BASE  -  CAMP  LEJEUNE 

Commanding  General 
Attn:  Marine  Corps 
Community  Services 
1401  West  Road 
Camp  Lejeune,  NC  28547-2539 
0:  1-910-451-9372 
DSN:  751-9372 
F:  1-910-451-7551 
DSN:  751-7551 


PENNSYLVANIA 

4TH  MARINE  CORPS  DISTRICT 

HQ,  4TH  Marine  Corps  District 

Attn:  QoL 

Building  54 

Suite  3 

PO  Box  806 

New  Cumberland,  PA  17070-0806 
0:  1-717-770-4788 
F:  1-717-770-4553 


SOUTH  CAROLINA 

6TH  MARINE  CORPS  DISTRICT 

Commanding  Officer 
Attn:  QoL  6th  Marine 
Corps  District 

PO  Box  19201,  Building  903 
Parris  Island,  SC  29905-9201 
0:  1-843-228-3679 
DSN:  335-3679 
F:  1-843-228-3383 
DSN:  335-3383 

MCAS-BEAUFORT,  SC 

Commanding  Officer 
Attn:  Marine  Corps 
Community  Services 
P.  0.  Box  55023 
Marine  Corps  Air  Station 
Beaufort,  SC  29904-5023 
0:  1-843-228-6903 
DSN:  335-6903 
F:  1-843-228-6105 
DSN:  335-6105 


MCRD-PARRIS  ISLAND,  SC 

Commanding  General 
Attn:  Marine  Corps 
Community  Services 
MCRD/ERR 
PO  BOX  5100 

Parris  Island,  SC  29905-5003 
0:  1-843-228-3188 
DSN:  335-3188 
F:  1-843-228-3995 
DSN:  335-3995 


TEXAS 

8TH  MARINE  CORPS  DISTRICT 

HQ,  8th  Marine  Corps  District 
Attn:  QoL 

4400  Amon  Carter  Boulevard 
Suite  102 

Ft.  Worth,  TX  76155 
0:  1-817-868-8029 
Temp  Fax:  1-817-868-8008 


VIRGINIA 

HQ  BN  -  HENDERSON  HALL 

Commanding  General 
Attn:  Marine  Corps 
Community  Services 
HQBN,  Henderson  Hall 
1555  Southgate  Road 
Arlington,  VA  22214 
0:  1-703-614-7200 
DSN:  224-7200 
F:  1-703-614-7209 
DSN:  224-7209 


OVERSEAS 

COORDINATORS 

COMMANDING  GENERAL 

Attn:  Marine  &  Family  Services 
Marine  Corps  Base  Hawaii 
BOX  63073 

Kaneohe  Bay,  HI  96863-3073 
0:  1-808-257-7783 
DSN:  315-457-7783 
F:  1-808-257-1808 
DSN:  315-457-1808 

COMMANDING  OFFICER 

Marine  &  Family  Services 
PSC  561  BOX  1863  MCAS 
Iwakuni 

FPO  AP  96310-0029 
0:011-81-827-79-6352 
DSN:  315-253-6352 
DSN  F:  315-253-6363 

COMMANDING  GENERAL 

Marine  and  Family  Services 
Exceptional  Family  Member 
Program 

MCB  Camp  S.D.  Butler 
Unit  35023 
FPO  AP  96373-5023 
(703-695-7366  Comm.  Center) 
0:011-81-611-745-9237 
DSN:  315-645-9237 
F:  011-81-611-745-4026 
DSN:  315-645-4026 
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UNITED  STATES  NAVY  ■ 

The  most  current  listing  of 
Navy  Exceptional  Family 
Member  Program 
Coordinators  can  be  found 
at:  http://www.npc. 
navy.mil/CommandSupport/ 
Exceptional  Family  Member 
/EFM  PCoordinator.htm. 


ARIZONA 

BRMEDCLINIC 

Officer  in  Charge 
Branch  Medical  Clinic 
Box99116MCAS 
Yuma  AZ  85369-9116 
0:  1-928-269-3177/3286 
DSN:  269-3177 
F:  1-928-269-0890 
DSN:  269-3177 


CALIFORNIA 

BRMEDCLINIC  BARSTOW  CA 

Commanding  Officer 
ATTN  Medical 
Box  110193 

Barstow  CA  92311-5050 
0:  1-760-577-6491  ext  11 7/1 03 
DSN:  282-6491  ext  117/103 
F:  1-760-577-6186 
DSN:  282-6186 

NAVHOSP  CAMP  PENDLETON  CA 

Commanding  Officer 
Naval  Hospital  code  01 F 
Box  555191 

Camp  Pendleton  CA  92055-5191 
0:  1-760-725-1295/1211 
DSN:  365-1295/1211 
F:  1-760-725-1547 
DSN:  365-1547 

BRMEDCLINIC  CHINA  LAKE  CA 

Officer  in  Charge 
Naval  Branch  Medical  Clinic 
1  Administration  Circle 
China  Lake  CA  93555-6100 
0:  1-760-939-8060/8000 
DSN:  439-8060 
F:  1-760-939-8061 
DSN:  439-8061 

BRMEDCLINIC  EL  CENTRO  CA 

Director 

HD  BRMEDCLINIC 
BUILDING  523 
NAF  El  Centro 
El  Centro  CA  92243 
0:  1-760-339-2630 
DSN:  658-2630 
E:  1-760-339-2661 

NAVHOSP  LEMOORE  CA 

Naval  Hospital 
Patient  Administration 
937  Franklin  Avenue 
Lemoore  CA  93245-5012 
0:  1-559-998-4978 
0:  1-559-998-4440 
DSN:  949-4978 
F:  1-559-998-2993 
F:  1-559-998-4413 

NAVMEDADMIN  MONTEREY  CA 

Officer  in  Charge 
Naval  Medical  Administrative  Unit 
473  Cabrillo  Street  Suite  A1 A 
Monterey  CA  93944-3208 
0:  1-831-242-5614 
DSN:  768-5614 
DSN:  768-5664 
F:  1-831-242-5664 


FSC  NAS 

Family  Service  Center 
Naval  Air  Station 
Code  FS200 
521  West  9th  Street 
Point  Mugu  CA  93042-5001 
0:  1-805-982-6152/6300 
F:  1-805-989-4240 

MEDCLINIC  PORT  HUENEME 
CA 

Commanding  Officer 
NAVMEDCLINIC 
162  First  Street 

Port  Hueneme  CA  93043-4316 
0:  1-805-982-6152/6300 
DSN:  551-6152/6300 
F:  1-805-982-6204 
DSN:  551-6204 

BALBOA  NAVAL  HOSPITAL 

Naval  Medical  Center  San  Diego 
Commanding  Officer 
ATTN  EFM  Program 
34520  Bob  Wilson  Drive 
Suite  100 

San  Diego  CA  92134-5000 
0:  1-619-532-6941 
F:  1-619-532-7721 
1-619-532-6893 

FSCCA  ADVOCATE 

NAVSTACode  12 
3005  Corbina  Alley  Suite  1 
San  Diego  CA  92136 
0:  1-619-556-7404 
DSN:  526-7432 
F:  1-619-556-7435 

BMC  MCRD  SAN  DIEGO 

Officer  in  Charge 
Branch  Medical  Clinic 
35000  Guadalcanal  Street 
MCRD  San  Diego  CA  92140 
0:  1-619-524-4045 
F:  1-619-524-0852 

BRMEDCLINIC  SAN  DIEGO 

Officer  in  Charge 

Naval  Branch  Medical  Clinic 

NAS  Miramar 

19871  MitscherWay 

San  Diego  CA  92145-5197 

0:  1-858-577-9922/1975/4656 

BMC  SAN  DIEGO  NAVSTA 

Officer  in  Charge 
Navy  BrMedClinic  NAVSTA 
2450  Craven  Street 
Box  3681 53 

San  Diego  CA  92136-5599 
0:  1-619-856-9474/8069 
DSN:  526-8069 
F:  1-619-556-8634 

BMC  SAN  DIEGO  POINT  LOMA 

NMCSD  Br  Med  Clinic  NTC 
2650  Stockton  Road  Building  624 
San  Diego  CA  92106-6000 
0:  1-619-524-0993 
F:  1-619-524-0086 

NDC  SOUTHWEST  SAN  DIEGO 

Commanding  Officer 
NDC  Southwest 
2310  Craven  Street 
San  Diego  CA  92136 
0:  1-619-556-8234 
F:  1-619-556-8289 

USNS  MERCY(TAH19) 

Officer  in  Charge 
Medical  Treatment  Facility 
USNS  MERCY  (T-AH-19) 

EPO  AP  96672-4090 
0:  1-619-556-3311 
DSN:  526-3311 
E:  1-619-556-3314 


COLORADO 

NSGA  AURORA  CO 

Commanding  Officer 
NSGA  Denver  Buckley  AFB 
Stop  51 

1 7950  E  Steamboat  Avenue 
Aurora  CO  80011-9599 
0:  1-720-847-6376 
F:  1-720-847-9294 

HQ  NORAD-USNORTHCOM 

250  S.  Peterson  Boulevard 
Suite  203 

Peterson  AFB,  CO  80914-3203 
0:  1-719-554-5208 
DSN:  692-5208 
F:  1-719-554-2568 


CONNECTICUT 

NAVAMBCARECEN  GROTON 
CT 

Officer  in  Charge 
Naval  Ambulatory  Care  Center 
Naval  Submarine  Base 
Box  600  449  Wahoo  Avenue 
Groton  CT  06349-5600 
0:  1-860-694-4824 
DSN:  694-4824 
F:  1-860-694-2345 
DSN:  694-2345 


DISTRICT  OF  COLUMBIA 

BMC  ANNEX  DC 

Officer  in  Charge 
DTHC  Arlington  Annex 
Fed  Office  Building  2 
Rm  1346 

Washington  DC  20370-5000 
0:  1-703-614-2722/2726 
F:  1-703-614-1593 
DSN:  224-1593 

NMC  WNY  DC 

Officer  in  Charge 
Naval  BMC  WNY 
624  Warrington  Avenue  SE 
Washington  DC  20374 
0:  1-202-433-3758/6529 
DSN:  288-3758/3407 
F:  1-202-685-4306 
DSN:  288-4306 


FLORIDA 

NAVHOSP  JAX  FL 

Managed  Care 
ATTN  EFM  Coordinator 
Naval  Hospital 
2080  Child  Street 
Jacksonville  FL  32214-5105 
0:  1-904-542-7348 
0:  1-904-542-9171 
DSN:  942-7348 

BMC  KEY  WEST  FL 

Officer  in  Charge 
Naval  Branch  Medical  Clinic 
1300  Douglas  Circle 
Key  West  FL  33040-4594 
0:  1-305-293-4600x1304 
DSN:  483-4600x1304 
F:  1-305-293-4509 

BMC  MAYPORT  FL 

Officer  in  Charge 
Naval  Branch  Medical  Clinic 
PO  Box  280148 
Mayport,  FL  32228-0148 
0:  1-904-270-4259 
F:  1-904-270-4452 
DSN:  960-4452 


NBHC  MILTON  FL 

Officer  in  Charge 
NBHC  NAS  Whiting  Field 
7119  Langley  Avenue 
Suite  101 

Milton,  FL  32570-6146 
0:  1-850-623-7508x15 
DSN:  868-7508  ext  49 
F:  1-850-623-7538 
DSN:  868-7538 

BHC  PANAMA  CITY  FL 

Commanding  Officer 
Branch  Health  Clinic 
101  Vernon  Avenue 
Suite  148A 

Panama  City  FL  32407-5000 
0:  1-850-230-7085 
DSN:  436-7085 
F:  1-850-234-4113 

NAVHOSP  PENSACOLA  FL 

Commanding  Officer 
Naval  Hospital  Code  10S 
6000  W  HWY  98 
Pensacola  FL  32512-0003 
0:  1-850-505-6183/7023 
DSN:  534-6183/7023 
F:  1-850-505-6193/6213 

FLEET  &  FAMILY  SUPPORT 
CENTER 

Building  625  151  Ellyson  Avenue 
NAS  Pensacola  FL  32508 
0:  1-850-452-5990 
DSN:  922-5990 
F:  1-850-452-2586 

6MDOS/SGOHF 

8415  Bayshore  Boulevard 
MacDill  AFB  FL  33621 
0:  1-813-827-9170/1/2/3 
DSN:  968-9170 
F:  1-813-827-6868 


GEORGIA 

BMC  ALBANY  GA 

Navy  Branch  Medical  Clinic 
814  Radford  Boulevard 
Suite  20328 
Albany  GA  31704-0328 
0:  1-229-639-5978/5976 
DSN:  567-5978/5976 
F:  1-229-639-5989 

MCCS  ALBANY  GA 

MCCS  Personal  Services  A42000 
814  Radford  Boulevard 
Suite  2031 1 

Albany  GA  31704-0311 
0:  1-229-639-5277/5276 
DSN:  567-5277/5276 
F:  1-229-639-6103 

NAVAL  BRANCH  HEALTH  CLINIC 

Officer  in  Charge 
1425  Prince  Avenue 
Athens  GA  30606-5000 
0:  1-706-355-7401 
DSN:  354-7401 
F:  1-706-354-7365 
DSN:  354-7365 

BHC  ATLANTA  GA 

Officer  in  Charge 
Naval  Branch  Health  Clinic 
NAS  Atlanta 
1000  Halsey  Avenue 
Marietta  GA  30060-5099 
0:  1-678-655-6598/4300 
DSN:  625-6598/4300 
F:  1-678-655-5306 

DWIGHT  D  EISENHOWER 
ARMY  MEDCEN 

Building  300  East  Hospital  Road 
Ft  Gordon  GA  30905 
0:  1-706-787-9300/2247 
DSN:  773-9300 
F:  1-706-787-1170 


MEDCLINIC  KINGS  BAY  GA 

Commanding  Officer 

NAVAMBCARECEN 

881  USS  James  Madison  Road 

Kings  Bay  GA  31547-2531 

0:  1-912-573-2618 

DSN:  573-2618 

F:  1-912-573-3761 


HAWAII 

NMCPH  TRIPLER  HI 

Navy  Liaison  Unit 
Triplet  Army  Medical  Center 
1  Jarret  White  Road 
Honolulu  HI  96859 
0:  1-808-433-9644/6611 
DSN:  433-9644/661 1 
F:  1-808-433-4330 

MAKALAPA  BMC  PEARL 
HARBOR  HI 

Naval  BMC  Pearl  Harbor 
480  Central  Avenue 
Pearl  Harbor  HI  96860-4908 
0:  1-808-433-9644/6611 
DSN:  433-9644/661 1 
F:  1-808-433-4330 


ILLINOIS 

NAVHOSP  GREAT  LAKES  IL 

Commanding  Officer 
Naval  Hospital 
IPAD/EFMP 
3001 A  Sixth  Street 
Great  Lakes  IL  60088-5230 
0:  1-847-688-5685 
DSN:  792-5685 
F:  1-847-688-5967 


INDIANA 

NSA  CRANE  IN 

Naval  Support  Activity 
Medical  Dept 
Code  087  Building  2516 
300  HWY  361 
Crane  IN  47522 
0:  1-812-854-4335/1220 
DSN:  482-4335/1220 
F:  1-812-854-1339 


LOUISIANA 

NAVAMBCARECEN  NEW 
ORLEANS 

Officer  in  Charge 
NAVAMBCARECEN 
2300  General  Meyer  Avenue 
Building  HlOO 
New  Orleans  LA  70142 
0:  1-504-678-3660 
DSN:  678-3660 
F:  1-504-678-2446 


MAINE 

BRANCH  HEALTH  CLINIC 
BRUNSWICK  ME 

ATTN  EFMP  Coordinator 
650  Sewall  Road 
Brunswick  ME  04011-5000 
0:  1-207-921-2916 
DSN:  476-2916 
F:  1-207-921-1816 
DSN:  476-1816 


MARYLAND 

BHC  ANDREWS  AFB  MB 

Director 

BHC  NAF  Washington 
1  San  Diego  Loop 
Building  3198 
Andrews  AFB  MD  20762 
0:  1-240-857-2850 
DSN:  857-2850 
F:  1-240-857-0749 
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NAVAL  HEALTH  CLINIC 
ANNAPOLIS  MD 

Commanding  Officer 
NAVMEDCLINIC 
250  Wood  Road 
Annapolis  MD  21402-5050 
0:  1-410-293-1200/1786 
0:  1-410-293-3610/2276 
0:  1-410-293-2641 
DSN:  281-1200/1786/3610 
DSN:  281-2276/2641 
F:  1-410-293-2615/2465 
F:  1-410-293-5380 

NATNAVMEDCEN  BETHESDA  MD 

Commander 
NATNAVMEDCEN 
ATTN:  EFMP  Coordinator 
8901  Wisconsin  Avenue 
Bethesda  MD  20889-5600 
0:  1-301-295-4092/5060 
DSN:  295-4092/5060 
F:  1-301-295-5069 
DSN:  295-5069 

NMETC  BETHESDA  MD 

Commander 
NMETC  Bethesda  MD 
8901  Wisconsin  Avenue 
Bethesda  MD  20889-5611 
0:  1-301-295-0736 
DSN:  285-0736 
F:  1-301-295-6113 

FFSC  FT  MEADE  MD 

EFMP  Coordinator 
Fleet  &  Family  Support  Center 
Snowden  Hall  Building  2257 
Huber  Road 

Ft  Meade  MD  20755-5290 
0:  1-301-677-9017/9018 
DSN:  622-9017/9018 
F:  1-301-677-9011 
DSN:  622-9011 


MARYLAND 

BR  HEALTH  CLINIC  INDIAN 
HEAD  MD 

Officer  in  Charge 
Naval  Branch  Medical  Clinic 
1 600  West  Wilson  Road 
Indian  Head  MD  20640-5035 
0:  1-301-744-4601/2/3 
DSN:  354-4601/2/3 
F:  1-301-744-4361 
DSN:  354-4361 

NAVHOSP  PAX  RIVER  MD 

Naval  Medical  Clinic 
NAS  Building  1370 
ATTN:  HM1  Collins 
47149  Buse  Road 
Patuxent  River  MD  20670-1540 
0:  1-301-342-4041 
DSN:  342-4041 
F:  1-301-342-1418 


MISSISSIPPI 

USAF  HOSPITAL  BILOXI  MS 

Commander 

81st  Medical  Group/SGOHF 
ATTN  EFM  Coordinator 
500  Fisher  Street 
Suite  244 

Keesler  AFB  MS  39534-2566 
0:  1-228-871-2810x  149 
DSN:  597-7006 
F:  1-228-377-8467 
DSN:  597-8467 


BMC  GULFPORT  MS 

Officer  in  Charge 
Branch  Medical  Clinic 
5501  Marvin  Shields  Boulevard 
Gulfport  MS  39501-5007 
0:  1-228-871-2810x  161 
DSN:  868-2810x161 
F:  1-228-871-2135 
DSN:  868-2135 

NBHC  MERIDIAN  MS 

Officer  In  Charge 
Naval  Branch  Health  Clinic 
367  Fuller  Road  Suite  AOl 
Meridian  MS  39309-5107 
0:  1-601-679-2633 
DSN:  637-2633 
F:  1-601-679-2973 

BMC  PASCAGOULA  MS 

Officer  in  Charge 
Naval  Branch  Health  Clinic 
Pascagoula  MS  39595-5000 
0:  1-228-761-2216 
DSN:  358-2216 
F:  1-228-761-2365 
DSN:  358-2365 


NEBRASKA 

55TH  MDOS/SGOHF 

Family  Advocacy  Program 
2501  Capehart  Road 
OFFUTTAFB,  NE  68113-2160 
DSN:  271-7886 
DSN:  272-8930 


NEVADA 

BMC  FALLON  NV 

Officer  In  Charge 
Naval  Branch  Medical  Clinic 
4755  Pasture  RD 
NAS  Fallon  NV  89496 
0:  1-775-426-3184 
DSN:  890-3184 
F:  1-775-426-3133 
DSN:  890-3133 


NEW  HAMPSHIRE 

NBHC  PORTSMOUTH  NH 

Commanding  Officer 
Naval  Branch  Health  Clinic 
1  Ayres  Circle 
Portsmouth  NH  03801 
0:  1-207-438-2321 
DSN:  684-2321 
F:  1-207-438-3860 


NEW  JERSEY 

BMC  EARLE  NJ 

Officer  In  Charge 
Branch  Medical  Clinic 
Naval  Weapons  Station 
Earle  NJ  07722 
0:  1-732-866-2601 
DSN:  449-2601 
F:  1-732-323-5335 

BHC  LAKEHURST  NJ 

Officer  In  Charge 
Naval  Branch  Health  Clinic 
Building  39 

Naval  Air  Engineering  Center 
Lakehurst  NJ  08733-5066 
0:  1-732-323-7096 
DSN:  624-7096 
F:  1-732-323-2247 
DSN:  624-7096 


FFSC  LAKEHURST  NJ 

Commanding  Officer 
Naval  Air  Engineering  Station 
Fleet  &  Family  Support  Center 
HWY  547  B488-2 
Lakehurst  NJ  08733-5076 
0:  1-732-323-1248/1224/7396 
DSN:  624-1248/7396 
F:  1-732-323-4038 
DSN  prefix  624 
1-732-323-7099/7096 


NEW  YORK 

BMC  SARASOTA  SPRINGS  NY 

Naval  Health  Care  New  England 
One  West  Medical 
Suite  230 

Sarasota  Springs  NY  12866 
0:  1-518-583-5300 
F:  1-518-583-5316 

KELLER  ARMY 
COMMUNITY  HOSPITAL 

Building  900 

West  Point  NY  10996-1197 
0:  1-845-938-6881 
DSN:  688-6881 
F:  1-845-938-6541 


NORTH  CAROLINA 

NAVHOSP  CAMP  LEJEUNE  NC 

Commanding  Officer 
1401  West  Road 
Camp  Lejeune  NC  28547 
0:  1-910-451-9372/0176 
DSN:  751-9372 
F:  1-910-451-7551 

MCFTB  (EFMP)  CAMP 
LEJEUNE  NC 

Marine  Corps  Family  Team  Building 
Marine  Corps  Community  Sen/ices 
1401  West  Road 
Camp  Lejeune  NC  28547 
0:  1-910-451-9372/0176 
DSN:  751-9372 
F:  1-910-751-7551 

NAVHOSP  CHERRY  POINT  NC 

Marine  and  Family  Service  EFMP 

Marine  Corps  Community 

Services 

PSC  Box  8009 

MCAS 

Cherry  Point  NC  28533-0009 
0:  1-252-466-4401  x  102 
F:  1-252-466-7261 
DSN:  582-7261 


OKLAHOMA 

STRATCOM  TINKER  AFB  OK 

STRATCOM  Wing  1 
ATTN  N74  (Medical) 

7641  Mercury  Road 
TinkerAFB  OK  73145 
0:  1-405-739-3996/3993 
DSN:  339-3996 
F:  1-405-739-3793 


PENNSYLVANIA 

BMC  MECHANICSBURG  PA 

NAVICP 
Building  23A 
5450  Carlisle  Pike 
Mechanicsburg  PA  17055 
0:  1-717-605-2636/3461 
DSN:  430-2636/3461 
F:  1-717-605-4074 


COMMANDING  OFFICER 

Naval  Branch  Medical  Clinic 
NAS  JRB  Willow  Grove  PA  19090 
0:  1-215-443-6372 
DSN:  991-6372 
F:  1-215-443-9692 


RHODE  ISLAND 

NAVHOSP  NEWPORT  Rl 

Commanding  Officer 
NHCNENACC  Patient  Admin 
43  Smith  Road 
Newport  Rl  02841-5000 
0:  1-401-841-6164/1088 
DSN:  948-6164/1088 
F:  1-401-841-1037 
DSN:  948-1037 

FFSC  NEWPORT  Rl 

Naval  Station  Newport 
1260  Peary  Street 
Newport  Rl  02841-1629 
0:  1-401-841-6164 
DSN:  948-6164 
F:  1-401-841-1037 
DSN:  948-1037 

NWC  NEWPORT  Rl 

Naval  War  College 
Medical  Dept  Code  007C 
686  Cushing  Road 
Newport  Rl  02841-1207 
0:  1-401-841-2099 
DSN:  948-2099 
F:  1-401-841-7489 


SOUTH  CAROLINA 

NAVHOSP  BEAUFORT  SC 

Commanding  Officer 
Naval  Hospital  Code  015 
One  Pinckney  Boulevard 
Beaufort  SC  29902-6148 
0:  1-843-228-5392/5332 
DSN:  335-5392/5332 
F:  1-843-228-5339/5129 
F:  1-843-525-5394 

NAVHOSP  CHARLESTON  SC 

Commanding  Officer 

Naval  Hospital 

3600  Rivers  Avenue 

North  Charleston  SC  29405-7744 

0:  1-843-743-7319/7321 

DSN:  563-7319/7321 

F:  1-843-743-7984 

DSN:  563-7984 


TENNESSEE 

BMC  MILLINGTON  TN 

Officer  in  Charge 
Branch  Medical  Clinic 
5720  Integrity  Drive 
Building  S-771 
Millington  TN  38054-5021 
0:  1-%1 -874-61 00x1 45 
DSN:  882-6100x145 
F:  1-901-874-6117 


TEXAS 

NAVHOSP  CORPUS  CHRISTI  TX 

Commanding  Officer 
Naval  Hospital  Corpus  ChristI 
10651  E  Street 
Corpus  Chrlsti  TX  78419 
0:  1-361-961-2254x6 
DSN:  861-2254x6 
E:  1-361-937-6649 
DSN:  861-6649 


BMC  JRB  NAS  FT  WORTH  TX 

Officer  in  Charge 
Naval  Branch  Medical  Clinic 
1711  Doolittle  Avenue 
NAS  JRB 

Ft  Worth  TX  76127 
0:  1-817-782-5911 
DSN:  739-5911 
F:  1-817-782-5949 

FSC  JRB  NAS  FT  WORTH  TX 

Fleet  Family  Service  Center 
NAS  JRB  Fort  Worth 
3175  Vandenberg  Avenue 
FortWorthTX  76127-3175 
0:  1-817-782-5911 
DSN:  739-5911 
F:  1-817-782-5949 

FSC  JRB  NAS  FT  WORTH  TX 

Fleet  Family  Service  Center 
NAS  JRB  Fort  Worth 
3175  Vandenberg  Avenue 
FortWorthTX  76127-3175 
0:  1-817-782-5355 
DSN:  739-5355 
F:  1-817-782-7189 
TF: 1-877-471-6671 

BMC  INGLESIDE  TX 

Officer  in  Charge 
Naval  BrMedCOnlc  NAVSTA 
327  Coral  Sea  Road  Suite  165 
Ingleside  TX  78362-5025 
0:  1-361-776-5542 
F:  1-361-776-5587 

BHC  KINGSVILLE  TX 

Officer  in  Charge 
Naval  Branch  Health  Clinic  NAS 
ATTN  EFM  Coordinator 
730  Forrestal  Street 
Suite  101 

Kingsville  TX  78363-5180 
0:  1-361-516-6493 
DSN:  876-6493 
F:  1-512-595-6161 

FMRCC  SHEPPARD  AFB  TX 

149  Hart 
Suite  5 

Sheppard  AFB  TX  7631 1 
0:  1-940-676-2271 
DSN:  736-2271 
F:  1-940-676-6887 


VIRGINIA 

BMC  DAHLGREN  VA 

National  Naval  Medical  Center 
Branch  Medical  Clinic  Dahlgren 
Building  192 
Caffee  Road 
Dahlgren  VA  22448 
0:  1-540-653-0282 
DSN:  249-0282 
F:  1-540-653-2382/0279 
F:  1-540-653-6845 

FSC  DAHLGREN  VA 

Fleet  &  Family  Support  Center 
Building  214  Code  Code  HN8 
17320  Dahlgren  Road 
Dahlgren  VA  22448-5100 
0:  1-800-500-4947 
DSN:  249-1839 
F:  1-540-653-1089 

BMC  DAM  NECK  VA 

Officer  in  Charge 
Branch  Medical  Clinic  Dam  Neck 
1885  Terrier  Avenue  Suite  100 
Virginia  Beach  VA  23461-2298 
0:  1-757-314-7236/7233 
DSN:  492-6754 
F:  1-757-314-7206 
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BMC  BOONE  CLINIC  LimE 
CREEK  VA 

Officer  in  Charge 
BRMEDCLINIC  Little  Creek 
1035  Nider  Boulevard 
Suite  100 

Norfolk  VA  23521 -2731 
0:  1-757-314-7313/7493 
F:  1-757-314-7332 

BHC  NAVSTA  NORFOLK  VA 
SEWELLS  PT 

BRANCH  HEALTH  CLINIC 
NAVAL  STATION  NOREOLK 
1721  Taussig  Boulevard 
Norfolk,  VA  23511-2899 
0:  1-757-314-6278/6392 
DSN:  564-1616 
F:  1-757-314-6424 

CSC  NAVMEDCEN 
PORTSMOUTH  VA 

Commanding  Officer 
NAVMEDCEN  0465C 
620  John  Paul  Jones  Circle 
Portsmouth  VA  23708-2197 
0:  1-757-953-4601/7805 
DSN:  961-4601 
F:  1-757-953-3151 
1-757-953-7805 

NMC  QUANTICO  VA 

Commanding  Officer 
NAVMEDCLINIC  Code  0105 
ATTN  EFM  Coordinator 
3259  Catlin  Avenue 
Quantico  VA  22134 
0:  1-703-784-1734/1540 
DSN:  278-1734/1540 
F:  1-703-784-1533 
DSN:  278-1533 

MCB  QUANTICO 

Commanding  General  374 
MCB  Quantico  EFMPC 
3250  Catlin  Avenue 
Quantico  VA  22134-5004 
0:  1-888-759-8864 
0:  1-703-784-2172/3179 
DSN:  278-2172 
F:  1-703-784-4434 

BMC  VIRGINIA  BEACH  VA 

Officer  in  Charge 
1550  Tomcat  Boulevard 
Suite  150 

Virginia  Beach  VA  23460-2188 
0:  1-757-314-7160/7040 
0:  1-757-314-7172 
DSN:  433-7040/7172 
F:  1-757-314-7078 

BMC  YORKTOWN  VA 

Officer  in  Charge 
Naval  Branch  Medical  Clinic 
Naval  Weapons  Station 
PO  Box  0090 
Yorktown  VA  23691-0090 
0:  1-757-314-6131 
DSN:  953-6131 
1-757-314-6121 
F:  1-757-887-7504 

NAVAL  DENTAL  CLINIC 
NORFOLK 

Officer  in  Charge 
Naval  Dental  Clinic 
1647  Taussig  Boulevard 
Norfolk  VA  2351 1 
0:  1-757-314-6647/6649 
0:  1-757-314-6651 
DSN:  564-6647/6649 
F:  1-757-314-6653 


WASHINGTON 

BMC  BANGOR  WA 

Officer  in  Charge 
BRHLTHCLINIC  BANGOR 
2050  Barb  Street 
SilverdaleWA  98315-2099 
0:  1-360-315-4396 
0  DSN:  722-4396 
F:  1-360-396-4247 

NAVHOSP  BREMERTON  WA 

Commanding  Officer 
Naval  Hospital  Code  015 
HPO  1  Boone  Road 
Bremerton  WA  9831 2-1 898 
0:  1-360-475-4215 
DSN:  494-4215 
F:  1-360-475-4568 

BMC  EVEREH  WA 

Officer  in  Charge 
Branch  Medical  Center 
2000  W  Marine  View  Drive 
Everett  WA  98208 
0:  1-425-304-4140 
DSN:  727-4140 
E:  1-425-304-4126 
DSN:  727-4126 

NAVHOSP  OAK  HARBOR  WA 

Commanding  Officer 
Naval  Hospital 
ATTN  EFMP  Coordinator 
3475  N.  Saratoga  Street 
Oak  Harbor  WA  98278-8800 
0:  1-360-257-9830/9561 
DSN:  820-9830/9561 
E:  1-360-257-9628 
DSN:  820-9628 


WEST  VIRGINIA 

NSGA  SUGAR  GROVE  WV 

Commanding  Officer 
Naval  Branch  Medical  Clinic 
Building  63 

NSGA  Sugar  Grove  WV  2681 5 
0:  1-304-249-6381 
E:  1-304-249-6379 

OVERSEAS 


CUBA 

NAVHOSP  GITMO  BAY 

Commanding  Officer 
US  Naval  Hospital 
PSC1005  Box  178 
EPO  AE  09589-1000 
0:011-53-99-72070 
DSN:  660-2998  opt#1  x72070 
E:  01 1-53-99-2665 


GERMANY 

LANDSTUHL  REGIONAL 
MEDICAL  CTR 

CM  R  402  Box  4 
APO  AE  09180 
Germany 

0:011-49-622-1172-838 
DSN:  314-486-8127 
E:  01 1-49-637-186-6399 
DSN:  314-486-6399 


GUAM 

NAVAL  HOSPITAL  GUAM 

US  Naval  Hospital 
Patient  Administration 
ATTN  EFMP 
PSC  490  Box  7695 
FPO  AP  96538-1800 
0:  1-671-344-9726 
DSN:  315-344-9726 
F:  1-671-344-9371 


ICELAND 

NAVHOSP  KEFLAVIK  1C 

Commanding  Officer 
US  Naval  Hospital 
PSC  1003  Box  8 
FPO  AE  09728-0308 
0:  011-354-425-3231 
DSN:  450-3231 
E:  01 1-354-425-3319 

FSC  KEFLAVIK  1C 

Family  Service  Center 
PSC  1003  Box  45 
FPO  AE  09728-0345 
0:  011-354-425-3231 
DSN:  450-3231 
E:  01 1-354-425-3319 


ITALY 

BMC  GAETA  IT 

Director 

Branch  Medical  Clinic 
PSC  811  Box  19 
EPO  AE  09609-1001 
0:  011-39-0771-709-742 
E:  011-39-077-1709-7771 
DSN:  314-627-7742  DSN 

BMC  LA  MADDELENA  IT 

Officer  in  Charge 

US  Naval  Branch  Medical  Clinic 

PSC  816  Box  1785 

EPO  AE  09612 

0:  011-39-0789-798-276 

DSN:  314-623-8276 

E:  01 1-39-0789-735-507 

NAVHOSP  NAPLES  IT 

Commanding  Officer 
US  Naval  Hospital 
PSC  827  Box  1000 
EPO  AE  09617 
0:  011-39-081-811-6192 
0:  011-39-081-811-6211 
DSN:  314-629-6192/6211 
E:  011-39-081-811-6196 
DSN:  625-6213/6196 

NAVHOSP  SIGONELLA  IT 

Commanding  Officer 
US  Naval  Hospital 
PSC  836  Box  2670 
EPO  AE  09636-2670 
0:  011-39-095-56-4842/0 
DSN:  314-624-4840 
E:  01 1-39-095-56-4866 


JAPAN 

BRMEDCLINIC  ATSUGIJA 

Officer  in  Charge 

US  Naval  Branch  Medical  Clinic 

US  NAVAIRFAC 

PSC  477  Box  2 

EPO  AP  96306-1602 

0:  011-81-3117-64-3953 

DSN:  315-264-3953 

DSN:  264-3808 

BRMEDCLINIC  IWAKUNI  JA 

Officer  in  Charge 
BMC  Iwakuni  Japan 
PSC  561  Box  1863 
EPO  AP  96310 
0:  011-81-827-79-6161 
0:  011-81-827-79-6352 
DSN:  315-253-6161/6352 
E:  01 1-81-827-79-6363 
DSN:  325-253-6363 

NAF  MISAWA  JA 

Commanding  Officer 
NAF  Misawa 
Unit  5048 

APO  AP  96319-5000 
0:  011-81-3117-66-6136 
DSN:  315-226-6136 
F:  011-81-3117-66-9040 


NAVHOSP  OKINAWA  JAPAN 

Commanding  Officer 
US  Naval  Hospital 
ATTN  EFM  Coordinator 
PSC  482 

FPO  AP  9632061620 
0:011-81-611-743-7594 
0:011-81-611-743-7586 
DSN:  315-643-7586 
F:  011-81-611-743-7638 
DSN:  315-643-7638 

MEDCLINIC  SASEBO  JAPAN 

Officer  in  Charge 
Head  Admin  Services  Dept 
Naval  Base  Health  Clinic 
Sasebo  Japan 
PSC  476  Box  25 
FPO  AP  96322-0025 
0:011-81-956-50-2499 
DSN:  315-252-2499/3625 
F:  011-81-956-50-3718 
DSN:  315-252-3718 

CSC  NAVHOSP  YOKOSUKA  JA 

Commanding  Officer 
US  Naval  Hospital 
PSC  475  Box  1  Code  342 
FPO  AP  96322-1600 
0:011-81-46-816-4979 
DSN:  315-243-4979 
F:  011-81-46-816-7287 
DSN:  315-243-7287 


SINGAPORE 

NAVREGCONCEN 
SINGAPORE  SI 

Officer  in  Charge 
NAVREGCONTCEN 
PSC  470  Box  2800 
FPO  AP  96534-2800 
0:  011-65-257-9289 
DSN:  315-257-9281 
F:  011-65-750-4685 


SPAIN 

NAVHOSP  ROTA  SP 

Commanding  Officer 
US  Naval  Hospital 
PSC  819  Box  18 
FPO  AE  09645-2500 
0:  011-34-956-823481/823554 
DSN:  314-727-3551/3556 
DSN:  314-727-3481/3358 
F:  011-34-956-823349 
DSN:  314-727-3349 


UNITED  KINGDOM 

BRANCH  HEALTH 
CLINIC  LONDON 

Officer  in  Charge 
US  Branch  Health  Clinic  London 
PSC  821  Box  22 
FPO  AE  09421-3100 
0:  011-44-1895-61-6441 
0:  011-44-1895-61-6398 
DSN:  314-235-6441/6398 
F:  011-44-1895-61-6323 

US  NSGA  RAF  MENWITH  HILL 

Commanding  Officer 
US  NSGA  RAF  Menwith  Hill 
PSC  45  Unit  8470  APO  AE  09468 
0:  011-44-1423-846717 
DSN:  314-262-6717 
F:  011-44-1423-777-414 

BMC  ST  MAWGENS  UK 

Officer  in  Charge 
BRMEDCLINIC  JMF 
PSC  804  Box  6 
FPO  AE  09409-1006 
0:  011-44-1637-876-111 
0:  011-44-1637-853-568 
DSN:  314-234-3568 
F:  011-44-1637-873-301 


U.S.  COAST  GUARD, 
DEPARTMENT  OF  HOMELAND 
SECURITY 


ALASKA 

MS  BETSY  LONGENBAUGH 

ISC  Ketchikan 
Commander  (w) 

Integrated  Support  Command 
Ketchikan 
PO  Box  2551 7 
Juneau,  AK  99802-5517 
0:  1-907-463-2125 

MS  KAREN  PERKINS 

ISC  Kodiak 
Commander  (w) 

Integrated  Support  Command 
Kodiak 

PO  Box  195022 
Building  N-27  Storis  Drive 
Kodiak,  AK  99619-5022 
0:  1-907-487-5525  ext  274 


CALIFORNIA 

MS  KRISTINE  COOPER 

ISC  Alameda 
Commander  (w) 

Integrated  Support  Command 
Alameda 

US  Coast  Guard  Is 
Building  16 

Alameda,  CA  94501-5100 
0:  1-510-437-3881 

MR.  TONY  HAYNES 

ISC  San  Pedro 
Commander  (w) 

Integrated  Support  Command 
San  Pedro 

1001  S.  Seaside  Avenue 
Building  38 

San  Pedro,  CA  90731-0208 
0:  1-310-732-7584 


DISTRICT  OF  COLUMBIA 

MS  BOBBIE  SCHRUMPF 

Ms  Sharon  Wingate 
ISC  HQ  Support  Command 
Commander  (w) 

Integrated  Support  Command 
2100  Second  Street.  SW 
Washington,  D.C.  20593-0001 
0:  1-202-372-4088 
0:  1-202-372-4083 


FLORIDA 

MS  PATRICIA  ROGERS 

ISC  Miami 
Commander  (w) 

Integrated  Support  Command 
Miami 

15614  SW  117th  Avenue 
Miami,  FL  33177-1630 
0:  1-305-278-6667 

MS  JENNIFER  AVILA 

ISC  Miami 

(San  Juan,  Puerto  Rico) 
Commander  (w) 

Integrated  Support  Command 
Miami 

15614  SW  117th  Avenue 
Miami,  FL  33177-1630 
0:  1-787-729-2339 
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HAWAII 

MS  MARY  MANSFIELD 

ISC  Honolulu 
Commander  (w) 

Integrated  Support  Command 
Honolulu 

400  Sand  Island  Parkway 
Honolulu,  HI  96819-4398 
0:  1-808-842-2089 


LOUISIANA 

MS  LESLIE  MATHES 

Mr.  James  Green 
ISC  New  Orleans 
Commander  (w) 

Integrated  Support  Command 

New  Orleans 

13800  Old  Gentilly  Road 

Admin  Building  1 

New  Orleans,  LA  70129 

0:  1-504-253-6363 

0:  1-504-253-6362 


MASSACHUSEHS 

MR.  JAY  CAMPBELL 

ISC  Boston 
Commander  (w) 

Integrated  Support  Command 
Boston 

427  Commercial  Street 
Boston,  MA  02109 
0:  1-617-223-3482 
0:  1-617-223-3484 


MISSOURI 

MS  JANICE  CONRAD 

ISC  St.  Louis 
Commander  (w) 
Integrated  Support 
Command  St.  Louis 
1222  Spruce  Street 
St.  Louis,  MO  63103 
0:  1-314-269-2435 


NEW  JERSEY 

MS  KATHLEEN  GRANT 

Cape  May 

Mid-Atlantic  Work  Life 
1  Munro  Avenue 
Cape  May  New  Jersey  08204 
0:  1-609-898-6885 


OHIO 

MS  CINDY  PRATT 

ISC  Cleveland 
Commander  (w) 

Integrated  Support  Command 
Cleveland 

1240  East  Ninth  Street 
Cleveland,  OH  44199-2060 
0:  1-216-902-6353 


VIRGINIA 

MS  ARETHA  THOMAS 

Ms  Pat  LeCuyer 
ISC  Portsmouth 
Commander  (w) 

Integrated  Support  Command 
Portsmouth 

4000  Coast  Guard  Boulevard 
Portsmouth,  VA  23703-2199 
0:  1-757-686-4036 
0:  1-757-686-4025 


WASHINGTON 

MS  VINA  FEJERAN 

ISC  Seattle 
Commander  (w) 

Integrated  Support  Command 

Qpp'H’lp 

1519  Alaskan  Ways 
Seattle,  WA  98134 
0:  1-206-217-6612 


THE  U.S.  DEPARTMENT  OF 
VETERANS  AFFAIRS  (VA) 

The  Information  contained 
is  this  listing  is  available 
from  the  VA  Web  site,  at: 
http://www1  .va.gov/OPA/v 
adocs/current_benefits.asp. 
The  booklet  available 
through  the  Web  site 
offers  the  full  listing  of  VA 
facilities.  The  list  below  is 
edited  to  meet  the  guide¬ 
lines  of  EP  magazine. 

VA  FACILITIES 

Patients  should  call  the 
telephone  numbers  listed 
to  obtain  clinic  hours  of 
operation  and  services. 

The  following  symbols 
indicate  additional 
programs  are  available  at 
medical  centers: 

*  for  nursing-home  care 
units 

#  for  domiciliaries 

Please  send  address  and 
telephone  number  corrections  to: 
Federal  Benefits  for  Veterans  and 
Dependents  (SOD) 

810  Vermont  Avenue  NW 
Washington,  D.C.  20420 


ALABAMA 

MEDICAL  CENTERS:  CENTRAL 
AL  VETERANS  HEALTH  CARE 
SYSTEM 

1-800-214-8387 

215  PERRY  HILL  ROAD 

Montgomery  36109 
1-334-272-4670 

2400  HOSPITAL  ROAD 

Tuskegee  36083 
1-334-727-0550 

700  S.  19TH  STREET 

Birmingham  35233 
1-205-933-8101 

3701  LOOP  ROAD.  EAST 

Tuscaloosa  35404 
1-205-554-2000 

REGIONAL  OFFICE: 

345  Perry  Hill  Road 
Montgomery  36109 
Statewide  1-800-827-1000 


ALASKA 

MEDICAL  CENTER:  ALASKA  VA 
HEALTHCARE  SYSTEM  AND 
REGIONAL  OFFICE: 

2925  DeBarr  Road 
Anchorage  99508-2989 
1-907-257-4700 
1-800-827-1000 


BENEFITS  OFFICE: 

PO  Box  20069 
Juneau  99802 
1-907-586-7472 


AMERICAN  SAMOA 

BENEFITS  OFFICE: 

PO  Box  1005 
Pago  Pago  96799 
1-684-633-5073 


ARIZONA 

MEDICAL  CENTERS: 

*650  East  Indian  School  Road 
Phoenix  85012 
1-602-277-5551 
Enrollment  Ext.  6508 
1-888-214-7264 

*#500  HWY.  89  NORTH 

Prescott  86313 

1-928-445-4860 

1-800-949-1005 

*3601  S.  6TH  AVENUE 

Tucson  85723 

1-520-792-1450 

1-800-470-8262 

REGIONAL  OFFICE: 

3333  N.  Central  Avenue 
Phoenix  85012 
Statewide:  1-800-827-1000 


ARKANSAS 

MEDICAL  CENTERS: 

1100  N.  COLLEGE  AVENUE 

Fayetteville  72703 
1-479-443-4301 

CENTRAL  ARKANSAS 
VETERANS  HEALTHCARE 
SYSTEM 

#*2200  FORT  ROOTS  DRIVE 

North  Little  Rock  72114 
1-501-257-1000 

4300  W.  7TH  STREET 

Little  Rock  72205 
1-501-257-1000 

REGIONAL  OFFICE: 

2200  FORT  ROOTS  DRIVE 

Building  65 

North  Little  Rock  72114 
Statewide  1-800-827-1000 


CALIFORNIA 

MEDICAL  CENTERS: 

*2615  E.  CLINTON  AVENUE 

Fresno  93703 
1-559-225-6100 

#*GREATER  LOS  ANGELES 
HEALTH  CARE  SYSTEM 

11301  Wilshire  Boulevard 
West  Los  Angeles  90073 
1-310-478-3711 

*LOMA  LINDA  HEALTH  CARE 
SYSTEM 

11201  Benton  Street 
Loma  Linda  92357 
1-909-825-7084 
1-800-741-8387 

‘LONG  BEACH  HEALTH  CARE 
SYSTEM: 

5901  E.  7TH  STREET 

Long  Beach  90822 
1-562-826-8000 


‘NORTHERN  CALIFORNIA 
HEALTH  CARE  SYSTEM: 

150  Muir  Road 
Martinez  94553 
1-925-372-2000 

10535  HOSPITAL  WAY 

Sacramento  95655 
1-916-843-7000 

PALO  ALTO  HEALTH  CARE 
SYSTEM: 

*4951  ARROYO  ROAD 

Livermore  94550 
1-925-373-4700 

#*795  WILLOW  ROAD 

Menlo  Park  94025 
1-650-493-5000 

3801  MIRANDA  AVENUE 

Palo  Alto  94304 
1-650-493-5000 

SAN  DIEGO  HEALTH  CARE 
SYSTEM: 

*3350  LA  JOLLA  VILLAGE 
DRIVE 

San  Diego  92161 
1-858-552-8585 

*4150  CLEMENT  STREET 

San  Francisco  94121 
1-415-221-4810 

REGIONAL  OFFICES: 

FEDERAL  BUILDING 

11000  Wilshire  Boulevard 
Los  Angeles  90024 
Serving  counties  of  Inyo,  Kern, 
Los  Angeles,  San  Bernardino, 

San  Luis,  Obispo,  Santa  Barbara 
and  Ventura 

Statewide  1-800-827-1000 

1301  CLAY  STREET.  RM.  1300 
NORTH 

Oakland  94612 
Serving  all  CA  counties  not 
servecTby  the  Los  Angeles,  San 
Diego,  or  Reno  VA  Regional 
Offices 

1-800-827-1000 

8810  RIO  SAN  DIEGO  DRIVE 

San  Diego  92108 
Serving  Imperial,  Orange, 
Riverside  and  San  Diego 
Statewide  1-800-827-1000 
The  counties  of  Alpine,  Lassen, 
Modoc,  and  Mono  are  served  by 
the  Reno,  NV,  Regional  Office 

BENEFITS  OFFICE: 

10365  OLD  PLACERVILLE 
ROAD 

Sacramento  95827 
1-916-364-6500 


COLORADO 

MEDICAL  CENTERS: 

*2121  NORTH  AVENUE 

Grand  Junction  81501 

1-970-242-0731 

1-866-206-6415 

VA  EASTERN  COLORADO 
HEALTH  CARE  SYSTEM 

1055  Clermont  Street 
Denver  80220 
1-303-399-8020 
1-888-336-8262 


REGIONAL  OFFICE: 

MAILING  ADDRESS:  PO  BOX 
25126 

Denver  80225 
Physical  Address: 

155  Van  Gordon  Street 
Lakewood,  80228 
Statewide:  1-800-827-1000 


CONNECTICUT 

MEDICAL  CENTERS: 

CONNEaiCUT  HEALTH  CARE 
SYSTEM: 

*950  Campbell  Avenue 
West  Haven  06516 
1-203-932-5711 

555  WILLARD  AVENUE 

Newington  061 1 1 
1-860-666-6951 

REGIONAL  OFFICE: 

HARTFORD 

Building  2E-RM  5137 
555  Willard  Avenue. 

Newington,  06111-2693 
Statewide:  1-800-827-1000 


DELAWARE 

MEDICAL  CENTER: 

*1601  KIRKWOOD  HWY 

Wilmington  19805 

1-302-994-2511 

1-800-461-8262 

REGIONAL  OFFICE: 

1601  KIRKWOOD  HWY 

Wilmington  19805 
1-302-994-2511 


DISTRICT  OF  COLUMBIA 

MEDICAL  CENTER: 

*50  IRVING  STREET  N.W 

Washington,  D.C.  20422 
1-202-745-8000 

REGIONAL  OFFICE: 

1722  I  STREET.  N.W 

Washington,  D.C.  20421 
1-800-827-1000 


FLORIDA 

MEDICAL  CENTERS: 

#*10000  BAY  PINES 
BOULEVARD 

Bay  Pines  33744 
1-727-398-6661 

NORTH  FLORIDA/SOUTH 
GEORGIA  VETERANS 
HEALTH  SYSTEM: 

*1601  SOUTHWEST 
ARCHER  ROAD 

Gainesville  32608 
1-352-376-1611 

*619  S.  MARION  AVENUE 

Lake  City  32025 
1-386-755-3016 

*1201  N.W.  16TH  STREET 

Miami  33125 
1-305-575-7000 

*13000  BRUCE  B.  DOWNS 
BOULEVARD 

Tampa  33612 
1-813-972-2000 
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Military 


*7305  N.  MILITARY  TRAIL 

West  Palm  Beach  33410 
1-561-422-8262 

REGIONAL  OFFICE: 

MAILING  ADDRESS:  PO  BOX 
1437 

Physical  address: 

9500  Bay  Pines  Boulevard 
St.  Petersburg  33708 
Statewide:  1-800-827-1000 

BENEFITS  OFFICES: 

VR&E,  299  EAST  BROWARD 
BOULEVARD.  ROOM  324 

Fort  Lauderdale  33301 
1-800-827-1000 

VR&E,  7825  BAYMEADOWS  WAY 

SUITE  120-B 

Jacksonville  32256 
1-800-827-1000 

1000  LEGION  PL.  VRE-SUITE 
1500,  C&P-SUITE  1550 

Orlando  32801 
1-800-827-1000 

C&P,  312  KENMORE  ROAD 

Rm.  1G250 

Pensacola  32503-7492 
1-800-827-1000 

C&P,  7305  NORTH  MILITARY  TR. 

Suite  1A-167 

West  Palm  Beach  33410 

1-800-827-1000 


GEORGIA 

MEDICAL  CENTERS: 

*1  FREEDOM  WAY 

Augusta  30904 
1-706-733-0188 

*1670  CLAIRMONT  ROAD 

Decatur  30033 
1-404-321-6111 

#*1826  VETERANS 
BOULEVARD 

Dublin  31021 
1-478-272-1210 

REGIONAL  OFFICE: 

1700  CLAIRMONT  ROAD 

Decatur  30033 
Statewide:  1-800-827-1000 


GUAM 

CLINIC: 

U.S.  NAVAL  HOSPITAL 

Building-1,  E-200 
Box  7608 

Agana  Heights  96919 
1-671-344-9200 

BENEFITS  OFFICE/VET 
CENTER: 

222  Chalan  Santo  Papa  Street. 
Suite  202 
Hagatna  96910 
1-671-472-7217 


HAWAII 

MEDICAL  CENTER: 

PACIFIC  ISLANDS  HEALTH  SYS 

459  Patterson  Road 
Honolulu  96819-1522 
1-808-433-0600 


REGIONAL  OFFICE: 

459  PATTERSON  ROAD 

East  Wing 

Honolulu  96819-1522 
Mailing  address: 

PO  Box  29020 

Honolulu,  HI  96820 

Toll-free  from  Hawaii,  Guam, 

Saipan,  Rota  and  Tinian 

1-800-827-1000 

Toll-free  from  American  Samoa 

1-877-899-4400 

BENEFITS  OFFICES: 

VR&E,  891  ULULANI  STREET 

Hilo  96720 
1-808-961-3413 

VR&E,  203  HO'OHANA  STREET 

Kahulul  96732 
1-808-873-9426 


IDAHO 

MEDICAL  CENTER: 

*500  WEST  FORT  STREET 

Boise  83702 
1-208-422-1000 

REGIONAL  OFFICE: 

805  W.  FRANKLIN  STREET 

Boise  83702 

Statewide:  1-800-827-1000 


ILLINOIS 

MEDICAL  CENTERS: 

JESSE  BROWN  VA 

820  S.  Damen  Avenue 
Chicago  60612 
1-312-569-8387 

VA  ILLIANA  HEALTH  CARE 
SYSTEM 

*  DANVILLE  MED.  CTR 

1900  E.  Main  Street 
Danville  61832 
1-217-554-3000 
1-800-320-8387 

*  ROOSEVELT  ROAD 
&  5TH  AVENUE 

Hines  60141 
1-708-202-8387 

*2401  W.  MAIN  STREET 

Marlon  62959 
1-618-997-5311 

#*3001  GREEN  BAY  ROAD 

North  Chicago  60064 
1-847-688-1900 

REGIONAL  OFFICE: 

21 22  W.  TAYLOR  STREET 

Chicago  60612 
Statewide:  1-800-827-1000 


INDIANA 

MEDICAL  CENTERS: 

1481  W.  10TH  STREET 

Indianapolis  46202 
1-317-554-0000 

NORTHERN  INDIANA  HEALTH 
CARE  SYSTEM: 

*2121  LAKE  AVENUE 

Fort  Wayne  46805 
1-260-426-5431 

*1700  E.  38TH  STREET 

Marion  46953 
1-765-674-3321 


REGIONAL  OFFICE: 

575  N.  PENNSYLVANIA  STREET 

Indianapolis  46204 
Statewide:  1-800-827-1000 


IOWA 

MEDICAL  CENTERS: 

CENTRAL  IOWA  HEALTH  CARE 
SYSTEM: 

#3600  30th  Street 
Des  Moines  50310 
1-800-294-8387 

#*1515  W.  PLEASANT  STREET 

Knoxville  50138 
1-800-816-8878 

601  HWY.  6  WEST 

Iowa  City  52246 
1-319-338-0581 

REGIONAL  OFFICE: 

210  WALNUT  STREET.  RM. 
1063 

Des  Moines  50309 
Statewide:  1-800-827-1000 


KANSAS 

MEDICAL  CENTERS: 

EASTERN  KANSAS  HEALTH 
CARE  SYSTEM: 

#*4101  S.  4th  Street.  Trafficway 
Leavenworth  66048 
1-913-682-2000 

*2200  SW  GAGE  BOULEVARD 

Topeka  66622 
1-785-350-3111 

*5500  E.  KELLOGG 

Wichita  67218 
1-316-685-2221 

REGIONAL  OFFICE: 

ROBERT  J.  DOLE  REGIONAL 
OFFICE 

5500  E.  Kellogg  Avenue 
Wichita  67218 
1-800-827-1000 


KENTUCKY 

MEDICAL  CENTERS: 

#*  1000  S.  FT.  THOMAS 
AVENUE 

Fort  Thomas  41075 
1-513-861-3100 

*1101  VETERANS  DRIVE 

Lexington  40502-2236 
1-859-233-4511 

800  ZORN  AVENUE 

Louisville  40206 
1-502-287-4000 

REGIONAL  OFFICE: 

321  W.  MAIN  STREET 

Suite  390 
Louisville  40202 
Statewide  1-800-827-1000 


LOUISIANA 

MEDICAL  CENTERS: 

*2495  SHREVEPORT  HWY 

Alexandria  71306 
1-318-473-0010 

*1601  PERIDO  STREET 

New  Orleans  70112 
1-504-568-0811  ext.  2929 
1-800-935-8387 


510  E.  STONER  AVENUE 

Shreveport  71101 
1-318-221-8411 

REGIONAL  OFFICE: 

MAILING  ADDRESS: 

PO  BOX  1278 

Gretna  70054 
Physical  address: 

671A  Whitney  Avenue 
Gretna,  LA  70056 
Statewide  1-800-827-1000 


MAINE 

MEDICAL  CENTER: 

*1  VA  CENTER 

Augusta  04330 
1-207-623-8411 

REGIONAL  OFFICE: 

1  VA  CENTER 

Building  248,  Room  205 
Togus  04330 
1-877-421-8263 


MARYLAND 

MEDICAL  CENTERS: 

REHAB.  &  EXTENDED  CARE 

3900  Loch  Raven  Boulevard 
Baltimore  21218 
1-410-605-7000 

MARYLAND  HEALTH  CARE 
SYSTEM: 

*10  N.  GREEN  STREET 

Baltimore  21201 
1-410-605-7000 

#  BUILDING  5H 

Perry  Point  21902 
1-410-642-2411 

REGIONAL  OFFICE: 

31  HOPKINS  PLAZA  FEDERAL 
BUILDING 

Baltimore  21201 
1-800-827-1000 


MASSACHUSETTS 

MEDICAL  CENTERS: 

200  SPRINGS  ROAD 

Bedford  01730 
1-800-838-6331  or 
1-781-275-7500 

150  S.  HUNTINGTON  AVENUE 

Boston  02130 
1-617-232-9500 

940  BELMONT  STREET 

Brockton  02301 
1-508-583-4500 

*421  N.  MAIN  STREET 

Northampton  01053-9764 
1-413-584-4040 

1400  VFWPKWY 

West  Roxbury  02132 
1-617-323-7700 

REGIONAL  OFFICE: 

JFK  FEDERAL  BUILDING 

Government  Center 
Room  1425 
Boston  02203-0393 
Statewide:  1-800-827-1000 

(Towns  of  Fall  River  &  New 
Bedford,  counties  of  Barnstable, 
Dukes,  Nantucket,  Bristol,  part  of 
Plymouth  served  by  Providence, 
R.l.  VA  Regional  Office) 


MICHIGAN 

MEDICAL  CENTERS: 

*2215  FULLER  ROAD 

Ann  Arbor  481  05 
1-734-769-7100 

*5500  ARMSTRONG  ROAD 

Battle  Creek  49015 
1-269-966-5600 

*4646  JOHN  R.  ST 

Detroit  48201 
1-313-576-1000 

*325  EAST  H  STREET 

Iron  Mountain  49801 
1-906-774-3300 
1-800-215-8262  in  Michigan  & 
Wisconsin 

*1500  WEISS  STREET 

Saginaw  48602 
1-989-497-2500 

REGIONAL  OFFICE: 

PATRICK  V.  MCNAMARA 
FEDERAL  BUILDING 

477  Michigan  Avenue 
Rm. 1400 
Detroit  48226 
1-800-827-1000 


MINNESOTA 

MEDICAL  CENTERS: 

*  ONE  VETERANS  DRIVE 

Minneapolis  55417 
1-612-725-2000 

#*4801  VETERANS  DRIVE 

ST.  CLOUD  56303 

1-320-252-1670 

REGIONAL  OFFICE: 

BISHOP  HENRY  WHIPPLE 
FEDERAL  BUILDING 

1  Federal  Drive 
St.  Paul  55111 
1-800-827-1000 
(Counties  of  Becker,  Beltrami, 
Clay,  Clearwater,  Kittson,  Lake  of 
the  Woods,  Mahnomen,  Marshall, 
Norman,  Otter  Tall,  Pennington, 
Polk,  Red  Lake,  Roseau,  Wilkin 
served  by  Fargo,  N.D.  W\ 
Regional  Office) 


MISSISSIPPI 

MEDICAL  CENTERS: 

#*400  VETERANS  AVENUE 

Biloxi  39531 
1-228-523-5000 

*1500  E.  WOODROW  WILSON 
DRIVE 

Jackson  39216 
1-601-364-7900 

REGIONAL  OFFICE: 

1600  E.  WOODROW 
WILSON  DRIVE 

Jackson  39216 
Statewide:  1-800-827-1000 


MISSOURI 

MEDICAL  CENTERS: 

*800  HOSPITAL  DRIVE 

Columbia  65201 
1-573-814-6000 

4801  LINWOOD  BOULEVARD 

Kansas  City  64128 
1-816-861-4700 
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*1500  N.  WESTWOOD 
BOULEVARD 

Poplar  Bluff  63901 
1-573-686-4151 

915  N.  GRAND  BOULEVARD 

Saint  Louis  63106 
1-314-652-4100 

*1  JEFFERSON  BARRACKS  DRIVE 

Saint  Louis  63125 
1-314-652-4100 

REGIONAL  OFFICE: 

400  SOUTH  18TH  STREET 

Saint  Louis  63103 
Statewide:  1-800-827-1000 

BENEFITS  OFFICE: 

4801  LINWOOD  BOULEVARD 

Kansas  City  64128 
1-816-922-2660  or 
1-800-525-1483,  X  52660 


MONTANA 

MEDICAL  CENTERS: 

MONTANA  HEALTH  CARE 
SYSTEM 

1892  William  Street 
Fort  Harrison  59636 
1-406-442-6410 

*210  S.  WINCHESTER 

Miles  City  59301 
1-406-874-5600 

REGIONAL  OFFICE: 

1892  WILLIAM  STREET 

HWY.  12WEST 

Fort  Harrison  59636 
Statewide:  1-800-827-1000 


NEBRASKA 

MEDICAL  CENTERS: 

VA  NEBRASKA-WESTERN  IOWA 
HEALTH  CARE  SYSTEM: 

*2201  N.  Broadwell  Avenue 
Grand  Island  68803 
1-308-382-3660  or 
1-800-451-5796 

4101  WOOLWORTH  AVENUE 

Omaha  68105 
1-402-346-8800 

REGIONAL  OFFICE: 

5631  S.  48TH  STREET 

Lincoln  68516 
Statewide:  1-800-827-1000 


NEVADA 

MEDICAL  CENTERS: 

4700  N.  LAS  VEGAS 
BOULEVARD 

Las  Vegas 

Neills  Air  Force  Base  89191 
1-702-653-2227 

*1000  LOCUST  STREET 

Reno  89502 
1-888-838-6256 

REGIONAL  OFFICE: 

5460  RENO  CORPORATE  DRIVE 

Reno  8951 1 

Statewide:  1-800-827-1000 

BENEFITS  OFFICE: 

4800  ALPINE  PL.  SUITE  12 

Las  Vegas  89107 
1-800-827-1000 


NEW  HAMPSHIRE 

MEDICAL  CENTER: 

*718  SMYTH  ROAD 

Manchester  03104 
1-603-624-4366  or 
1-800-892-8384 

REGIONAL  OFFICE: 

NORRIS  COTTON  FEDERAL 
BUILDING 

275  Chestnut  Street 
Manchester  03101 
1-800-827-1000 


NEW  JERSEY 

MEDICAL  CENTERS: 

NEW  JERSEY  HEALTH  CARE 
SYSTEM: 

*385  Tremont  Avenue 
East  Orange  07018 
1-973-676-1000 

#*151  KNOLLCROFT  ROAD 

Lyons  07939 
1-908-647-0180 

REGIONAL  OFFICE: 

20  WASHINGTON  PL 

Newark  07102 
Statewide:  1-800-827-1000 
(Philadelphia,  PA  Regional  Office 
serves  counties  of  Atlantic, 
Burlington,  Camden,  Cape  May, 
Cumberland,  Gloucester,  and 
Salem) 


NEW  MEXICO 

MEDICAL  CENTER: 

*1501  SAN  PEDRO  DRIVE.  SE 

Albuquerque  87108 
1-505-265-1711  or 
1-800-465-8262 

REGIONAL  OFFICE: 

DENNIS  CHAVEZ  FEDERAL 
BUILDING 

500  Gold  Avenue.  S.W. 
Albuquerque  87102 
Statewide:  1-800-827-1000 


NEW  YORK 

MEDICAL  CENTERS: 

*113  HOLLAND  AVENUE 

Albany  12208 
1-518-626-5000 

#*400  FORT  HILL  AVENUE 

Canandaigua  14424 
1-585-393-7100 

#*76  VETERANS  AVENUE 

Bath  14810 
1-607-664-4000 

*130  W.  KINGSBRIDGE  ROAD 

Bronx  10468 
1-718-584-9000 

VA  NEW  YORK  HARBOR 
HEALTHCARE  SYSTEM: 

800  POLY  PLACE 

Brooklyn  11209 
1-718-836-6600 

423  EAST  23RD  STREET 

{1st  Avenue.) 

New  York  10010 
1-212-686-7500 

#*179  STREET  8i  LINDEN 
BOULEVARD 

St.  Albans  11425 
1-718-526-1000 


VA  HUDSON  VALLEY 
HEALTHCARE  SYSTEM: 

*CASTLE  POINT  12511 

1-845-831-2000 

#*2094  ALBANY  POST  ROAD 

Route  9A/PO  Box  1 00 
Montrose  10548 
1-914-737-4400 

*79  MIDDLEVILLE  ROAD 

Northport  11768 
1-631-261-4400 

*800  IRVING  AVENUE 

Syracuse  13210 
1-315-425-4400 

WESTERN  NEW  YORK  HEALTH 
CARE  SYSTEM: 

*222  RICHMOND  AVENUE 

Batavia  14020 
1-585-297-1000 

*3495  BAILEY  AVENUE 

Buffalo  14215 
1-716-834-9200 

BENEFITS  OFFICES: 

113  HOLLAND  AVENUE 

Albany  12208 
1-800-827-1000 

465  WESTFALL  ROAD 

Rochester  1 4620 
1-800-827-1000 

344  W.  GENESEE  STREET 

Syracuse  13202 
1-800-827-1000 


NORTH  CAROLINA 

MEDICAL  CENTERS: 

*1100  TUNNEL  ROAD 

Asheville  28805 
1-828-298-7911  or 
1-800-932-6408 

*508  FULTON  STREET 

Durham  27705 
1-919-286-0411 

*2300  RAMSEY  STREET 

Fayetteville  28301 
1-910-488-2120 

*1601  BRENNER  AVENUE 

Salisbury  28144 
1-704-638-9000 

REGIONAL  OFFICE: 

FEDERAL  BUILDING 
251  N.  MAIN  STREET 

Winston-Salem  27155 
Statewide:  1-800-827-1000 

NATIONWIDE  LOAN 
GUARANTY  CERTIFICATE  OF 
ELIGIBILITY  CENTER 

1-888-244-6711 


NORTH  DAKOTA 

MEDICAL  CENTER: 

*2101  N.  ELM  STREET 

Fargo  58102 
1-701-232-3241 

REGIONAL  OFFICE: 

2101  ELM  STREET 

Fargo  58102 

Statewide:  1-800-827-1000 


OHIO 

MEDICAL  CENTERS: 

#*10000  BRECKSVILLE  ROAD 

Brecksville  44141 
1-440-526-3030 


*17273  STATE  ROUTE  104 

Chillicothe  45601 
1-740-773-1141 

#*3200  VINE  STREET 

Cincinnati  45220 
1-513-861-3100 

10701  EAST  BOULEVARD 

Cleveland  44106 
1-216-791-3800 

#*4100  W.  3RD  STREET 

Dayton  45428 
1-937-268-6511 

REGIONAL  OFFICE: 

ANTHONY  J.  CELEBREZZE  FED. 
BUILDING 

1240  E.  9th  Street 
Cleveland  44199 
1-800-827-1000 

BENEFITS  OFFICES: 

36  E.  SEVENTH  STREET 

Suite  210 
Cincinnati  45202 
1-800-827-1000 

FEDERAL  BUILDING 

Rm.  309 

200  N.  High  Street 
Columbus  43215 
1-800-827-1000 


OKLAHOMA 

MEDICAL  CENTERS: 

1011  HONOR  HEIGHTS  DRIVE 

Muskogee  74401 
1-918-683-3261 

*921  N.E.  13TH  STREET 

Oklahoma  City  73104 
1-405-270-0501 

REGIONAL  OFFICE: 

FEDERAL  BUILDING 

125  S.  Main  Street 
Muskogee  74401 
1-800-827-1000 

BENEFITS  OFFICE: 

FEDERAL  CAMPUS 

301  NW  6th  Street.  Suite  113 
Oklahoma  City  73102 
1-800-827-1000 


OREGON 

MEDICAL  CENTERS: 

#*3710  S.W.  U.S.  VETERANS 
HOSPITAL  ROAD 

Portland  97239 
1-503-220-8262 

*913  N.W.  GARDEN  VALLEY 
BOULEVARD 

Roseburg  97470 
1-541-440-1000 

REHABILITATION  CENTER: 

8495  CRATER  LAKE  HWY 

White  City  97503 
1-541-826-21 11,  ext.  3210  or 
3239 

1-800-809-8725 

REGIONAL  OFFICE: 

EDITH  GREEN/WENDELL 
WYATT  FEDERAL  BUILDING 

1220  S.W.  Third  Avenue 
Portland  97204 
1-800-827-1000 


PENNSYLVANIA 

MEDICAL  CENTERS: 

*2907  PLEASANT  VALLEY 
BOULEVARD 

Altoona  16602 
1-814-943-8164  or 
1-877-626-2500 

#*325  NEW  CASTLE  ROAD 

Butler  16001 
1-724-287-4781  or 
1-800-362-8262 

#*1400  BLACK  HORSE  HILL 
ROAD 

Coatesville  19320 
1-610-384-7711  or 
1-800-290-6172 

*135  E.  38TH  STREET 

Erie  16504-1596 
1-814-868-8661  or 
1-800-274-8387 

*1700  S.  LINCOLN  AVENUE 

Lebanon  17042 
1-717-272-6621 
Toll  free  1  -800-409-8771 

*  UNIVERSITY  &  WOODLAND 
AVENUES 

Philadelphia  19104 
1-215-823-5800  or 
1-800-949-1001 

PITTSBURGH  HEALTH  CARE 
SYSTEM: 

UNIVERSITY  DRIVE 

Pittsburgh  15240 
1-412-688-6000  or 
1-866-482-7488 

*1111  EAST  END  BOULEVARD 

Wilkes-Barre  18711 
1-570-824-3521  or 
1-877-928-2621 

REGIONAL  OFFICES: 

REGIONAL  OFFICE  AND 
INSURANCE  CENTER 

PO  Box  8079 
5000  WIssahickon  Avenue 
Philadelphia  19101 
1-800-827-1000 

(Serves  counties  of  Adams,  Berks, 
Bradford,  Bucks,  Cameron, 
Carbon,  Centre,  Chester,  Clinton, 
Columbia,  Dauphin,  Delaware, 
Franklin,  Juniata,  Lackawanna, 
Lancaster,  Lebanon,  Lehigh, 
Luzerne,  Lycoming,  Mifflin, 
Monroe,  Montgomery,  Montour, 
Northampton,  Northumberland, 
Perry,  Philadelphia,  Pike,  Potter, 
Schuylkill,  Snyder,  Sullivan, 
Susquehanna,  Tioga,  Union, 
Wayne,  Wyoming,  York.) 

1000  LIBERTY  AVENUE 

Pittsburgh  15222 
Statewide:  1-800-827-1000 
(Serves  the  remaining  counties  of 
Pennsylvania.) 

BENEFITS  OFFICE: 

1123  EAST  END  BOULEVARD 

Building  35,  Suite  1 1 
Wilkes-Barre  18702 
1-800-827-1000 


PHILIPPINES 

REGIONAL  OFFICE: 

1131  ROXAS  BOULEVARD 

Manila  0930 
011-632-528-6300 
International  Mailing  Address: 
PSC  501 

FPO  AP  96515-1100 
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PUERTO  RICO 

MEDICAL  CENTER: 

*10  CASIA  STREET 

San  Juan  00921-3201 
1-787-641-7582  or 
1-800-449-8729 

REGIONAL  OFFICE: 

150  CARLOS  CHARDON 
AVENUE.  SUITE  300 

San  Juan  00918-1703 
(Send  mail  to  Suite  232 
(Serving  all  Puerto  Rico  and  the 
Virgin  Islands) 

1-800-827-1000 

BENEFITS  OFFICES: 

AVE.  HOSTOS  345 

Carretera  2 

Frente  al  Centro  Medico 
Mayaguez  00680-1507 
1-800-827-1000 

10  PASEO  DEL  VETERANO 

Ponce  00731 
1-800-827-1000 

GONZALO  MARIN  50 

Arecibo  00612 
1-800-827-1000 


RHODE  ISLAND 

MEDICAL  CENTER: 

830  CHALKSTONE  AVENUE 

Providence  02908 
1-401-273-7100 

REGIONAL  OFFICE: 

380  WESTMINSTER  STREET. 

Providence  02903 
Statewide:  1-800-827-1000 


SOUTH  CAROLINA 

MEDICAL  CENTERS: 

*109  BEE  STREET 

Charleston  29401 
1-843-577-5011 

*6439  GARNERS  FERRY  ROAD 

Columbia  29209-1639 
1-803-776-4000 

REGIONAL  OFFICE: 

1801  ASSEMBLY  STREET 

Columbia  29201 
Statewide:  1-800-827-1000 


SOUTH  DAKOTA 

MEDICAL  CENTERS: 

BLACK  HILLS  HEALTH  CARE 
SYSTEM: 

*113  Comanche  Road 
Fort  Meade  57741 
1-605-347-2511  or 
1-800-743-1070 

#500  N.  5TH  STREET 

Hot  Springs  57747 
1-605-745-2000  or 
1-800-764-5370 

*2501  W.  22ND  STREET 

Sioux  Falls  57105 
1-605-336-3230 

REGIONAL  OFFICE: 

PO  BOX  5046 

2501  W.  22nd  Street 
Sioux  Falls  57117 
Statewide  1-800-827-1000 


TENNESSEE 

MEDICAL  CENTERS: 

*1030  JEFFERSON  AVENUE 

Memphis  38104 
1-901-523-8990 

#*  PO  BOX  4000 

Mountain  Home  37684 
1-423-926-1171 

VA  TENNESSEE  VALLEY 
HEALTHCARE  SYSTEM: 

1310  24TH  AVENUE.  SOUTH 

Nashville  Campus  37212 
1-615-327-4751 

ALVIN  C.  YORK  CAMPUS 

3400  Lebanon  Pike 
Murfreesboro  37129 
1-615-867-6000 

REGIONAL  OFFICE: 

110  9TH  AVENUE.  SOUTH 

Nashville  37203 
Statewide:  1-800-827-1000 


TEXAS 

MEDICAL  CENTERS: 

*6010  AMARILLO  BOULEVARD. 
WEST 

Amarillo  79106 
1-806-355-9703  or 
1-800-687-8262 


EL  PASO  HEALTH  CARE 
SYSTEM 

5001  N.  Piedras  Street 
El  Paso  79930 
1-915-564-6100 
1-800-672-3782 

*2002  HOLCOMBE 
BOULEVARD 

Houston  77030 
1-713-791-1414 

WEST  TEXAS  HEALTH 
CARE  SYSTEM 

*300  VETERANS  BOULEVARD 

Big  Spring  79720 
1-432-263-7361  or 
1-800-472-1365 

CENTRAL  TEXAS 
HEALTH  CARE  SYSTEM: 

#*1901  VETERANS 
MEMORIAL  DRIVE 

Temple  76504 

1-25i4-778-4811 

1-800-423-2111 

4800  MEMORIAL  DRIVE 

Waco  76711 
1-254-752-6581  or 
1-800-423-2111 

NORTH  TEXAS 
HEALTH  CARE  SYSTEM: 

#*1201  EAST  NINTH  STREET 

Bonham  75418 
1-800-924-8387 

#*4500  S.  LANCASTER  ROAD 

Dallas  75216 
1-800-849-3597 

SOUTH  TEXAS  HEALTH 
CARE  SYSTEM: 

*7400  MERTON  MINTER 
BOULEVARD 

San  Antonio  78229-4404 
1-210-617-5300 

*3600  MEMORIAL  BOULEVARD 

Kerrville  78028 
1-830-896-2020 


REGIONAL  OFFICES: 

6900  ALMEDA  ROAD 

Houston  77030 
Statewide:  1-800-827-1000 
(Serves  counties  of  Angelina, 
Aransas,  Atacosa,  Austin, 

Bandera,  Bee,  Bexar,  Blanco, 
Brazoria,  Brewster,  Brooks, 
Caldwell,  Calhoun,  Cameron, 
Chambers,  Colorado,  Comal, 
Crockett,  DeWitt,  Dimitt,  Duval, 
Edwards,  Fort  Bend,  Frio, 
Galveston,  Gillespie,  Goliad, 
Gonzales,  Grimes,  Guadeloupe, 
Hardin,  Harris,  Hays,  Hidalgo, 
Houston,  Jackson,  Jasper, 
Jefferson,  Jim  Hogg,  Jim  Wells, 
Karnes,  Kendall,  Kennedy,  Kerr, 
Kimble,  Kinney,  Kleberg,  LaSalle, 
Lavaca,  Liberty,  Live  Oak, 
McCulloch,  McMullen,  Mason, 
Matagorda,  Maverick,  Medina, 
Menard,  Montgomery, 
Nacogdoches,  Newton,  Nueces, 
Orange,  Pecos,  Polk,  Real, 
Refugio,  Sabine,  San  Augustine, 
San  Jacinto,  San  Patricio, 
Schleicher,  Shelby,  Starr,  Sutton, 
Terrell,  Trinity,  Tyler,  Uvalde,  Val 
Verde,  Victoria,  Walker,  Waller, 
Washington,  Webb,  Wharton, 
Willacy,  Wilson,  Zapata,  Zavala) 

ONE  VETERANS  PLAZA 

701  Clay 
Waco  76799 

Statewide:  1-800-827-1000 
(Serves  the  rest  of  the  state.  In 
Bowie  County,  the  City  of 
Texarkana  is  served  by  Little 
Rock,  AR,  VA  Regional  Office 
1-800-827-1000.1 

BENEFITS  OFFICES: 

TAYLOR  COUNTY  PLAZA 
BUILDING  SUITE  103 

400  Oak  Street 
Abilene  79602 
1-800-827-1000 

6010  AMARILLO  BOULEVARD.  W 

Amarillo  79106 
1-800-827-1000 

2901  MONTOPOLIS  DRIVE 

Room  108 
Austin  78741 
1-800-827-1000 

4646  CORONA  DRIVE 

Suite  150 

Corpus  Christi  78405 
1-800-827-1000 

4500  S.  LANCASTER  ROAD 

Dallas  75216 
1-800-827-1000 

5001  PIEDRAS  DRIVE 

El  Paso  79930 
1-800-827-1000 

300  W.  ROSEDALE  STREET 

Et.  Worth  76104-4856 
1-800-827-1000 

4902  34TH  STREET 

Suite  10,  Rm.  134 
Lubbock  79410 
1-800-827-1000 

1901  SOUTH  1ST  STREET 

Suite  400 
McAllen  78503 
1-800-827-1000 

5788  ECKERT  ROAD 

San  Antonio  78240 
1-800-827-1000 


1901  VETERANS  MEMORIAL 
DRIVE  ROOM  5G38  [BRB] 

Temple  76504 
1-800-827-1000 

1700  SSE  LOOP  323 

Suite  310 
Tyler  75701 
1-800-827-1000 


UTAH 

MEDICAL  CENTER: 

VA  SALT  LAKE  CITY 
HEALTH  SYSTEM 

500  Foothill  Drive 
Salt  Lake  City  84148 
1-801-582-1565  or 
1-800-613-4012 

REGIONAL  OFFICE: 

PO  BOX  581900 

550  FOOTHILL  DRIVE 

Salt  Lake  City  84158 
Statewide:  1-800-827-1000 


VERMONT 

MEDICAL  CENTER: 

215  N.  MAIN  STREET 

White  River  Junction  05009 
1-802-295-9363 

REGIONAL  OFFICE: 

215  N.  MAIN  STREET 

White  River  Junction  05009 
1-802-296-5177  or 
1  -800-827-1 000  from  within 
Vermont 


VIRGINIA 

MEDICAL  CENTERS: 

#*100  EMANCIPATION  DRIVE 

Hampton  23667 
1-757-722-9961 

*1201  BROAD  ROCK 
BOULEVARD 

Richmond  23249 
1-804-675-5000 

*1970  ROANOKE  BOULEVARD 

Salem  24153 
1-540-982-2463 

REGIONAL  OFFICE: 

210  FRANKLIN  ROAD.  S.W. 

Roanoke  2401 1 
Statewide:  1-800-827-1000 


VIRGIN  ISLANDS 

CLINICS: 

VILLAGE  MALL  #113 

RR-02,  Kingshill 
St.  Croix  00850-4701 
1-340-778-5553 

BUCHANEER  MALL  8 

St.  Thomas  00802 
1-340-774-6674 

BENEFITS: 

(SERVED  BY  SAN  JUAN, 
PUERTO  RICO,  VA  REGIONAL 
OFFICE 

1-800-827-1000) 


WASHINGTON 

MEDICAL  CENTERS: 

PUGET  SOUND  HEALTH  CARE 
SYSTEM: 

*1660  S.  Columbian  Way 
Seattle  98108 
1-206-762-1010 


#*9600  VETERANS  DRIVE  S.W. 

American  Lake 
Tacoma  98493 
1-253-582-8440 

*4815  N.  ASSEMBLY  STREET 

Spokane  99205 
1-509-434-7000 

*77  WAINWRIGHT  DRIVE 

Walla  Walla  99362 
1-509-525-5200 

REGIONAL  OFFICE: 

FEDERAL  BUILDING 

915  2nd  Avenue 
Seattle  98174 
Statewide:  1-800-827-1000 

BENEFIT  OFFICES: 

WALLER  HALL  RM.  700 

PO  Box  331 153 
Fort  Lewis  98433 
1-253-967-7106 

W.  SOUND  PRE-SEPARATION 
CENTER 

262  Burwell  Street 
Bremerton  98337 
1-360-782-9900 


WEST  VIRGINIA 

MEDICAL  CENTERS: 

*200  Veterans  Avenue 
Beckley  25801 
1-304-255-2121 

1  MEDICAL  CENTER  DRIVE 

Clarksburg  26301 
1-304-623-3461  or 
1-800-733-0512 

1540  SPRING  VALLEY  DRIVE 

Huntington  25704 
1-304-429-6741 

#*510  BUTLER  AVENUE 

Martinsburg  25401 
1-304-263-0811  or 
1-800-817-3807 

REGIONAL  OFFICE: 

640  FOURTH  AVENUE 

Huntington  25701 
Statewide:  1-800-827-1000 
(Counties  of  Brooke,  Hancock, 
Marshall,  Ohio,  served  by 
Pittsburgh,  Pa.  VA  Regional 
Office) 


WISCONSIN 

MEDICAL  CENTERS: 

2500  OVERLOOK  TERRACE 

Madison  53705 
1-608-256-1901 

#*5000  W.  NATIONAL  AVENUE 

Milwaukee  53295 
1-414-384-2000 

*500  E.  VETERANS  STREET 

Tomah  54660 
1-608-372-3971 

REGIONAL  OFFICE: 

5400  W.  NATIONAL  AVENUE 

Milwaukee  53214 
Statewide:  1-800-827-1000 


WYOMING 

MEDICAL  CENTERS 

*2360  E.  PERSHING 
BOULEVARD 

Cheyenne  82001 
1-307-778-7550  or 
1-888-483-9127 

*1898  FORT  ROAD 

Sheridan  82801 
1-307-672-3473 
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FAMILY  ORGANIZATIONS 

Below  is  a  list  of  organizations  that  might  be  of  interest  to  military  families 
with  members  with  disabilities.  New  organizations  and  Web  links  are  added 
regularly,  but  if  you  have  a  favorite  organization  or  Web  link  that  has  proven 
helpful  in  the  past,  please  forward  it  on  so  the  list  can  be  updated  through 
the  year.  Please  send  the  information  to  Riley  Miller,  the  Western  Region 
Coordinator  of  the  Exceptional  Family  Transitional  Training  (EFTT)  Program, 
at  rmiller@eparent.com.  A  current  listing  of  organizations  and  web  links  is 
maintained  on  the  £P  Web  site  at:  http://vwi/w.eparent.com/main_channels_military/ 
Military_Web_Links.asp 

The  listings  are  not  all-inclusive  and  are  provided  as  a  guide  only.  This 
listing  is  oriented  to  the  families  of  the  men  and  women  who  serve  in 
defense  of  America's  freedoms.  As  a  result,  the  Department  of  Defense 
organizations  are  listed  first.  The  second  section  contains  organizations 
sponsored  by  agencies  within  the  Federal  Government.  The  last  section, 
titled  Other  Helpful  Organizations,  contains  private  organizations  of 
interest  to  military  families.  This  section  may  contain  state  agencies  and 
organizations. 

Editor's  Note:  The  appearance  of  these  hyperlinks  does  not  constitute 
endorsement  by  £P  magazine  of  any  Web  site  or  the  information, 
products,  or  services  contained  therein.  Exceptions!  Parent  magazine 
does  not  exercise  any  editorial  control  over  the  information  you  may  find 
at  these  locations.  These  links  are  provided  consistent  with  our  goal  of 
providing  the  most  current  and  accurate  information  available  to  the 
extent  we  are  able.  This  directory  is  current  as  of  December  2007. 


Department  of  Defense  (DoD) 

The  Web  sites  in  this  section  are  sponsored  by  organizations 
within  the  Department  of  Defense. 

AMERICA  SUPPORTS  YOU 

http://www.americasupportsyou.mil/americasupportsyou/index.aspx 

MILITARYHOMEFRONT 

http://www.militaryhomefront.dod.mil/portal/page/itc/MHF/MHF_HOMEPAGE 

1-800-342-9647 

MILITARYHOMEFRONT  -  TROOPS  &  FAMILIES  SPECIAL  NEEDS  HOME  PAGE 

http://www.militaryhomefrontdod.mil/portal/page/mhf/MHF/MHF_DETAIL_1  ?section_id=2 
0.40.500.570.0.0.0.0.0&current_id=20.40.500.570.500.20.0.0.0 

MILITARY  ONESOURCE 

http://www.militaryonesource.com/skins/MOS/home.aspx 

1-800-342-9647 

THE  DEPARTMENT  OF  DEFENSE  MILITARY  HEALTH  CARE  SYSTEM,  TRICARE 

http://www.tricare.mil/ 

OFFICE  OF  THE  ASSISTANT  SECRETARY  OF  DEFENSE  RESERVE  AFFAIRS 

http://www.defenselink.mil/ra/index.html 

NATIONAL  GUARD  FAMILY  PROGRAM  ONLINE  COMMUNITY  CENTER 

http://www.guardfamily.org/ 

United  States  Army  Web  sites 

U.S.  ARMY 

http://www.army.mil/ 

MYARMYLIFETOO 

http://www.mya  rmylifetoo. com/skins/malt/home. aspx?mode=user&Allow 
SSL=true%2ctrue%2ctrue 

U.S.  ARMY  WOUNDED  WARRIOR  PROGRAM  (AW2) 

http://aw2portal.com/ 

United  States  Navy  Web  sites 
U.S.  NAVY 

http://www.navy.mil/swf/index.asp 

U.S.  NAVY  EXCEPTIONAL  FAMILY  MEMBER  PROGRAM 

http://www.npc.navy.mil/CommandSupport/ExceptionalFamilyMember 

United  States  Marine  Corps  Web  sites 
U.S.  MARINE  CORPS 

http://www.usm  c.mil/marinelinl</mcn2000.nsf/homepage?readform 

U.S.  MARINE  CORPS  EXCEPTIONAL  FAMILY  MEMBER  PROGRAM  (EFMP) 

http://www.usmc-mccs.org/efmp/?sid=fl 

U.S.  MARINE  CORPS  WOUNDED  WARRIOR  REGIMENT 

https://www.manpower.usmc. mil/porta  l/page?_pageid=278, 3065271  &_dad=portal&_sche 
ma=P0RTAL 


United  States  Air  Force  Web  sites 
AIR  FORCE  SPECIAL  NEEDS 

http://www.afspecialneeds.org/skins/afsn/home. aspx?mode=user 


U.S.  Department  of  Homeland  Security  - 
United  States  Coast  Guard  Web  sites. 

U.S.  COAST  GUARD  OFFICE  OF  WORK-LIFE 

http://www.uscg. mil/hq/g-w/g-wk/wkw/index.htm 

COAST  GUARD  MORALE,  WELL-BEING,  AND  RECREATION  (MWR) 

http://www.uscg.mil/mwr/ 


Other  U.S.  Government  Web  sites 

The  Web  sites  below  are  Web  sites  sponsored  by  various  agencies  within 
the  United  States  Government. 

DISABILITYINFO.GOV 

http://www.disabilityinfo.gov/digov-public/public/DisplayPage. do?parentFolderld=500 

U.S.  DEPARTMENT  OF  JUSTICE  AMERICANS 
WITH  DISABILITIES  ACT  (ADA)  HOME  PAGE 

http://www.usdoj.gov/crt/ada/adahom1  .htm 

BUILDING  THE  LEGACY:  IDEA  2004 

http://idea.ed.gov/ 

SOCIAL  SECURITY  ADMINISTRATION  -  SUPPLEMENTAL  SECURITY 
INCOME  HOME  PAGE 

http://ssa.gov/ssi/ 

SOCIAL  SECURITY  ADMINISTRATION  ON  UNIFORMED 
SERVICES'  PAY  AND  ALLOWANCES 

https://s044a90.ssa.gOv/apps10/poms.nsf/lnx/0500830540lopendocument 

U.S.  DEPARTMENT  OF  HEALTH  AND  HUMAN  SERVICES  CENTERS 
FOR  MEDICARE  AND  MEDICAID  SERVICES 

http://www.cms.hhs.gov/ 

SPECIALIZED  TRAINING  OF  MILITARY  PARENTS  (STOMP) 

STOMP  Project 

6316  So.  12th  St.,  Tacoma,  WA  98465 

(253)  565-2266,  (800)  5-PARENT  (TOLL  FREE),  (253)  566-8052  (FAX) 
http://www.stompproject.org/ 

NATIONAL  DISSEMINATION  CENTER  FOR  CHILDREN  WITH  DISABILITIES 

PO  Box  1492,  Washington,  DC  20013 
(800)  695-0285,  http://www.nichcy.org/ 


Other  Helpful  Organizations  Web  sites 

The  Web  sites  below  are  additional  sites  that  provide  valuable  information 
to  military  families  with  children  with  special  needs. 

Military  Relief 

ARMY  EMERGENCY  RELIEF 

200  Stovall  Street,  Alexandria,  VA  22332 
(703)  428-0000,  http://www.aerhq.org/ 

AIR  FORCE  AID  SOCIETY,  INC. 

National  Headquarters 

241  18th  Street,  Suite  202,  Arlington,  VA  22202 
(800)  769-8951,  http://www.afas.org/ 

NAVY  MARINE  CORPS  RELIEF  SOCIETY 

875  North  Randolph  Street,  Suite  225,  Arlington  VA  22203-1977 
(703)  696-4904,  http://nmcrs.org/ 

MILITARY  CHILD  EDUCATION  COALITION  (MCEC) 

Post  Office  Box  2519,  Harker  Heights  TX  76548 
(254)  953-1923,  http://www.militarychild.org/ 

FISHER  HOUSE 

1401  Rockville  Pike,  Suite  600,  Rockville,  MD  20852 
(888)  294-8560,  http://www.fisherhouse.org/ 

INTREPID  MUSEUM-INTREPID  FALLEN  HEROES  FUND 

http://www.fallenheroesfund.org/ 

WOUNDED  WARRIOR  PROJECT 

(NOT  THE  U.S.  ARMY'S  WOUNDED  WARRIOR  PROGRAM) 
http://www.woundedwarriorproject.org/ 

ARC  OF  THE  UNITED  STATES 

http://www.thearclink.org/ 

UNITED  CEREBRAL  PALSY  (UCP) 

http://www.ucp.org/ 
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Response  to  imervemion 


By  Karen  Elliott 

Respense  te  Interventien 

(RTI)  is  a  hot'button  issue  for  parents, 
educators,  and  advocates  of  people 
with  disabilities.  The  Individuals  with 
Disabilities  Education  Act  (IDEA) 
2004  has  brought  RTI  to  the  forefront 
in  the  identification  of  children  with 
high-incidence  disabilities.  The  theo¬ 
ry  and  practice  behind  RTI  is  how 
best  to  provide  learning  support  to 
children  before  referral  for  special 
education  services. 

The  difficulties  with  the  traditional 
IQ-Achievement  Discrepancy  Model 
were  acknowledged  by  both  the 
House  and  Senate  during  the  course 
of  the  reauthorization  of  IDEA  in 
1997.  As  a  result,  a  local  education 
agency  (LEA)  is  now  permitted,  but 
not  required,  to  use  RTI  in  the  identi¬ 
fication  of  children  who  will  benefit 
from  scientifically  based  instruction 
as  soon  as  possible.  Special  education 
would  then  be  able  to  focus  on  chil¬ 
dren  who,  even  with  targeted  sup¬ 


ports,  are  not  able  to  be  successful. 

The  National  Research  Center  on 
Learning  Disabilities  (NRCLD)  defines 
RTI  as:  “...an  assessment  and  inter¬ 
vention  process  for  systematically 
monitoring  student  progress  and 
making  decisions  about  the  need  for 
instructional  modifications  or 
increasingly  intensified  services 
using  progress  monitoring  data.” 

Response  To  Intervention:  An 
Alternative  to  Traditional  Eligibility 
Criteria  for  Students  with  Disabilities 
(July  2005),  a  report  published  by 
Education  Evolving,  a  joint  project  of 
the  Center  for  Policy  Studies  and 
Hamline  University,  provides  10 
points  for  understanding  the  imple¬ 
mentation  of  the  RTI  model.  A  sum¬ 
mary  of  these  10  points: 

1)  Description  of  the  Problem: 
What  difficulties  does  the  teacher 
report  the  student  as  having?  A  state¬ 
ment  such  as  “Student  is  reading  poor¬ 
ly”  is  too  general.  Examples  of  decod¬ 


ing,  retelling  skills,  and  words  correctly 
read  per  minute  from  a  grade-appro¬ 
priate  passage  and  how  the  child 
responds  to  questions  about  the  pas¬ 
sage  will  give  a  better  picture  of  needs. 
The  teacher  gathers  achievement,  state 
test  scores,  attendance,  and  relevant 
academic  data  at  this  point, 

2)  Student  Strengths  and 
Weaknesses:  The  focus  is  on  cre¬ 
ating  an  environment  of  success. 
Looking  at  the  child  as  a  whole  learn¬ 
er,  the  teacher  is  able  to  give  valuable 
input  regarding  the  learning  style  and 
skill  sets  the  child  has  in  place  that 
will  be  used  to  formulate  possible 
interventions. 

3)  Relevant  Health  or  Other 
Issues:  Is  there  a  hearing,  visual, 
physical,  or  health  impairment  that 
would  hinder  learning? 

4)  Hypothesis  Regarding  Student 
Needs:  This  involves  identification 
of  an  intervention  to  address  stated 
concerns.  The  teacher  formulates 
ideas  regarding  why  the  student  isn’t 
learning  and  possible  solutions.  For  a 
student  who  struggles  with  decoding, 
a  reading  program  that  targets  alpha¬ 
betic  instruction  and  phonemic 
awareness  would  be  a  possibility. 

5)  Type  of  Intervention  Selected: 
The  above  hypothesis  helps  guide  the 
selection  of  intervention.  The  teacher 
now  finds  the  appropriate  intervention 
for  the  child’s  stated  needs. 

6)  Length  of  Time  of  Inter¬ 
vention:  Intervention  length  will 
vary  due  to  publisher  recommenda¬ 
tions,  research  data,  student  schedul¬ 
ing  factors,  availability  of  resources, 
and  student  attendance.  Continual 
review  of  student  progress  in  RTI  will 
enable  the  teacher  to  see  if  the  inter¬ 
vention  is  successful. 


RESPONSE  TO 
INTERVENTION 

An  alternative  to  traditional 
eligibility  criteria  for 
students  with  disabilities 


6  6  education  evolving 


\^esear- 

Q, 


fD 


O 

P 


CD 


CO 

.SD 


vwvw.nrcld.org 


72  February  2008  •  EP  MAGAZINE/www.eparent.com 


The  school  must  identify  the  curriculum  areas 
to  he  targeted.  These  areas  must  align  with  the 
curriculum  measures  for  the  grade  level  the 
student  is  in.  Utilizing  a  Curriculum-Based 
Measurement  (CBM)  is  a  useful  tool  in  gauging 
student  growth. 


7)  Student  Goal:  Setting  a  goal  for 
the  student  to  achieve  is  critical  to  the 
RTI  process.  This  requires  identifying 
where  the  student  is  and  determining 
what  skills  the  child  could  attain  with 
the  intervention.  Information  from  L. 
Fuchs  in  Best  Practices  in  School 
Psychology  IV  (2002)  is  an  excellent 
reference  for  goal  setting. 

8)  Measures  Used  for  Progress 
Monitoring  and  Decision  Rules: 
The  school  must  identify  the  curricu¬ 
lum  areas  to  be  targeted.  These  areas 
must  align  with  the  curriculum  meas¬ 
ures  for  the  grade  level  the  student  is 
in.  Utilizing  a  Curriculum-Based 
Measurement  (CBM)  is  a  useful  tool  in 
gauging  student  growth.  Students 
reaching  proficiency  levels  based  on 
universal  screening  tools  will  show 
progress  or  lack  thereof  to  RTI. 

9)  Evidence  of  Response  or  Non- 
Response  to  Intervention:  This  is  per¬ 
formed  by  the  teacher  and/or 
team.  A  consistent,  planned 
review  of  student  RTI  provides 
the  baseline  for  determining 
further  or  modified  interven¬ 
tions,  or  discontinuation  of 
interventions. 

10)  Decision:  Is  the  stu¬ 
dent  showing  progress  based  on 
CBM?  Evaluation  of  general  education 
interventions  with  increased  intensity 
in  type  and  length  of  intervention  pro¬ 
vide  the  basis  to  determine  if  interven¬ 
tions  at  present  levels  should  be  con¬ 
tinued  as  planned,  increased,  or 
decreased.  A  referral  for  special  educa¬ 
tion  services  is  recommended  when 
general  education  interventions  show 
lack  of  progress. 

Many  states  have  established  infor¬ 
mation  to  help  school  districts  under¬ 
stand  and  use  RTI  to  determine  eligibil¬ 
ity  and  to  help  struggling  learners.  They 
point  to  the  need  for  a  multi-tiered 
approach  to  determining  a  child’s  need 
for  RTI  and  possible  need  for  special 
education.  Such  a  multi-tiered  RTI 
model  includes  the  following: 


Tier  1 :  This  provides  Core 
Interventions  to  all  students,  in  all 
settings.  This  is  proactive  and  pre¬ 
ventative.  This  tier  represents  80- 
90  percent  of  students  in  the  gen¬ 
eral  education  setting. 

Tier  2:  This  provides  Strategic 
Interventions.  This  tier  is  targeted  to 
some  at-risk  students,  is  of  high  effi¬ 
ciency,  and  monitoring  occurs  twice  a 


month  for  5-10  percent  of  students. 
These  interventions  are  short-term  in 
duration  (9-12  weeks)  and  are  in  place 
for  immediate  implementation. 
Curriculum-Based  Measurement  (CBM) 
tools  are  used  to  monitor  progress. 

•  Tier  3:  This  opens  to  individual  stu¬ 
dents,  is  target  assessment-based, 
and  progressive.  Monitoring  increas¬ 
es  to  once  a  week  for  1-5  percent  of 
students.  These  interventions  are 
usually  provided  in  small  groups  and 
may  occur  for  more  than  9-12 
weeks.  Targeted  assessments  are  typi¬ 
cally  conducted  when  a  student 
enters  this  tier. 

The  IDEA  2004  regulations  provide 
clarification  on  the  use  of  RTI,  in 
§300.307  (a)  and  (b).  Comment  and  dis¬ 


cussion  of  the  regulations  is  found  on 
pages  46646-49  of  the  Federal  Register, 
published  on  August  1 4,  2004. 

By  researching  RTI  theory,  practice, 
and  law,  we  see  a  strong  argument  for 
parent  education  and  participation  in 
the  general  and  special  education 
processes.  During  this  time  of  flux  as 
states  and  school  districts  align  RTI 
theory  with  practice,  a  parent’s  skills 
as  an  advocate  become 
increasingly  important. 
Gaining  an  understanding  of 
laws  and  RTI  implementation 
plans  for  your  state  will  serve 
you  well. 

For  more  information  about 
the  NRCLD  and  the  tool.  Learning 
Disabilities  Resource  Kit:  Specific 
Learning  Disabilities  Determination 
Procedures  and  Responsiveness  to 
Intervention,  visit  the  NRCLD  Web  site,  at 
http://www.nrcld.org/resource_kit. 

To  view  the  report  titled.  Response  To 
Intervention:  An  Alternative  to  Traditional 
Eligibility  Criteria  for  Students  with 
Disabilities  (July  2005),  go  to 
http://www.educationevolving.org/pdf/Re 
sponse_to_Intervention.pdf 
For  more  information  about  STOMP 
and  its  resources  for  military  families, 
visit  http://www.stompproject.org. 


Karen  Elliott  is  a  staff  member  of  Specialized 
Training  of  Military  Parents  (STOMP).  A  military 
wife  of  15  years,  she  and  her  husband  have  two 
children  enrolled  in  the  Exceptional  Eamily 
Member  Program  (EFMP). 


STOMP 

Specialized  Training  of 
Military  Parents 
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Pittman  Family  (I  to  r): 
Felecia,  Leland,16, 
Devin,  11, 

Major  Henry  Pittman 


By  Kristin  Ellis,  Stripe  Staff  Writer 


Like  many  Army  families 

the  Pittman  household  is  up  bright 
and  early.  Felecia  Pittman  wakes  at 
5  a.m.  to  get  Leland,  16,  and  Devin, 
11,  ready  and  off  to  school. 

In  stark  contrast  to  his  younger 
brother,  the  accomplished  track 
and  field  athlete  is  more  mature 
than  his  16  years  and  does  not 
require  too  much  help  preparing 
for  school. 

Major  Henry  Pittman  heads  to 
work  at  Walter  Reed  Army  Medical 
Center  (WRAMC)  where  he’s  the  spe¬ 
cial  assistant  to  the  command  group. 

Like  most  families,  the  Pittmans’ 
typical  day  is  packed  with  work, 
school,  track  meets,  and  football 
practice.  But  what  distinguish  this 
exceptional  family  from  most  fami¬ 
lies  are  the  challenges  they  face 
dally  with  love,  patience,  and 
understanding  with  Devin,  who  has 
severe  disabilities.  He  has  a  rare 
mitochondrial  disorder,  epilepsy, 
and  autism. 


“Taking  care  of  him  is  a  full-time 
job,”  Felecia  says.  “I  have  him  all 
the  time  [now]  because  his  school 
is  an  11 -month  program.  When  he’s 
at  school,  1  can  do  errands. 
Sometimes,  things  get  done,  some¬ 
times  they  don’t.” 

The  Pittmans  explained  that  one 
evening,  exhausted  after  another 
day,  they  thought  about  all  the 
things  they  went  through  and 
wished  there  was  something  in 


place  to  help  military  families  who 
have  children  with  special  needs 
like  themselves. 

They  began  to  wonder  if  some¬ 
one  was  there  to  tell  them  what 
school  districts  were  best  for  Devin, 
what  hospitals,  what  programs. 
They  came  up  with  Project  Devin  to 
meet  this  need. 

The  Pittmans  teamed  up  with  a 
local  non-profit  organization. 
Abilities  Network,  aimed  at  assist- 


“Having  an  advocate  and  helping,  that’s  what 
Prelect  Devin  and  the  Ahilities  Network  is  about, ” 
her  husband  adds.  “It’s  like  respite,  taking  the 
burden  off  you  for  a  moment  so  you  can  breath,  sit 
back  and  let  someone  else  talk  for  you,  and  you 
know  they  have  your  child’s  best  interest  at  heart.’’ 
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ing  individuals  of  all  abilities,  to 
create  Project  Devin.  Project  Devin 
hopes  to  provide  assistance  to  mili¬ 
tary  families  as  they  transition  into 
new  communities  by  finding 
schools,  hospitals,  and  other  pro¬ 
grams  that  meet  the  needs  of  the 
family  and  to  begin  this  process 
before  the  family  moves. 

Devin  was  diagnosed  with  mito¬ 
chondrial  disease  when  he  was  two 
years  old  and  the  family  was  sta¬ 
tioned  in  Germany.  Mitochondrial 
disease  is  a  cellular  disorder  that 
inhibits  the  body’s  ability  to 
process  oxygen  and  convert  food 
into  energy.  Soon  after,  his  seizures 
intensified.  For  their  move  to 
Woodbridge,  VA,  doctors  induced  a 
coma  to  prevent  brain  damage 
before  Devin  was  med-evaced  back 
to  the  states.  The  Pittmans  saw  a 
developmental  pediatrician  at 
WRAMC,  where  he  was  diagnosed 
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with  autism. 

After  six  months  of  research  and 
speaking  with  doctors,  the  Pittmans 
realized  they  needed  to  move  to 
Montgomery  County,  MD  to  get 
Devin  the  services  he  needed, 

“With  all  the  time  it  takes  for  trial 
and  error  and  trying  to  get  what 
your  child  needs,  he’s  suffering 
because  he’s  not  getting  what  he 
should  have,”  Felecia  said, 

Felecia  takes  care  of  Devin  while 
her  husband  is  at  work,  clothing 


j  Abilities  ^ci^ m  !.  J 
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For  more  information  on  Abilities  Network  and  Project  Devin,  please 
visit  http://www.abilitiesnetwork.org/  or  contact  Lee  Kingham, 
Executive  Director,  Abilities  Network,  800-492-2523. 


and  bathing  him,  keeping  records 
of  his  seizures,  administering  med¬ 
ication,  and  getting  him  ready  for 
school  and  medical  appointments. 

Autism,  a  neurological  disorder,  is 
estimated  to  affect  from  one  in  500  to 
one  in  166  children,  Leland  finds  him¬ 
self  explaining  this  mysterious  disease 
to  classmates,  teachers  and  friends. 

“There  are  two  types,”  the  16-year- 
old  explains,  “There’s  high-function 
and  low-function.  My  brother’s  low- 
function,  which  means  he  develops 
but  at  a  slow  rate.  Fie  can’t  take  care 
of  himself;  we  do  it  for  him.  He’s  got 
the  body  of  an  11 -year-old  but  the 
mind  of  a  toddler,” 

At  18  months  old,  Devin  had  his 
first  seizure,  which  lasted  30  min¬ 
utes.  He  continues  to  cycle  through 
several  seizures  daily. 

“With  a  seizure  disorder  it  affects 
everyone  differently  but,  with  him, 
he  has  a  tendency  to  want  to  stop 
breathing  for  some  reason  when  he 
has  some  seizures,”  the  major  says. 
“That’s  why  he  has  to  be  monitored 
all  the  time.” 

Finding  services  like  this  can  be  a 
challenge  for  newly  arrived  military 
families  with  children  with  special 
needs.  Project  Devin  helps  families 
navigate  the  complex  service  sys¬ 
tems,  supporting  educational  needs 
and  advocating  on  their  behalf. 

“What  supports  do  you  need?  It’s 
kind  of  hard  to  find  the  time  to 
make  all  the  phone  calls  and  have 
to  go  in  to  see  someone  and  figure 


out  it  may  not  be  for  you — it’s  wast¬ 
ed  time,”  Felecia  said. 

“Having  an  advocate  and  helping, 
that’s  what  Project  Devin  and  the 
Abilities  Network  is  about,”  her 
husband  adds.  “It’s  like  respite,  tak¬ 
ing  the  burden  off  you  for  a 
moment  so  you  can  breath,  sit  back 
and  let  someone  else  talk  for  you, 
and  you  know  they  have  your 
child’s  best  Interest  at  heart.” 

He  noted  that  if  the  normal  statis¬ 
tics  of  the  general  population  are 
applied,  anywhere  from  10  to  15 
percent  of  the  armed  forces  proba¬ 
bly  has  a  child  or  family  member 
with  special  needs — whether  med¬ 
ical  or  educational. 

“We  don’t  want  this  to  happen  to 
someone  else,”  he  said.  “People 
need  help,  and  If  you  don’t  help 
them,  you  break  them.  That’s  not 
what  the  Army  Ethos  is  about.  1  can’t 
sit  on  the  sideline  and  watch  people 
who  need  help.  There  are  people  out 
there  who  want  to  Soldier,  and  they 
want  to  take  care  of  their  family.  It 
shouldn’t  be  an  either-or  situation. 
Devin  is  our  fallen  comrade,  the 
world  is  his  battlefield,  and  we’re 
not  going  to  leave  him  and  we’re  not 
going  to  leave  others.”  • 


Kristin  Ellis  is  a  journalist  for  the  Walter  Reed 
Army  Medical  Center  newspaper,  Stripe.  The 
Cleveland-native  has  worked  for  the  Army  since 
September  2005  and  began  work  in  the  hospi¬ 
tal's  Office  of  Strategic  Communications  in 
March  2007.  She  regularly  covers  topics  concern¬ 
ing  our  Wounded  Warriors  and  outpatient  care. 
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New  Members  Appeiitted  te 
Cemmittee  en  Wemen 


Veterans 

Four  new  members  have  been  appointed  to 

the  Advisory  Committee  on  Women  Veterans  for  the 
Department  of  Veterans  Affairs  (VA),  an  expert  panel 
that  advises  VA  on  issues  and  programs  affecting 
women  veterans. 

“I  am  pleased  to  welcome  the  newest  members  of  this 
committee  to  the  important  job  of  serving  America’s 
women  veterans,”  said  Secretary  of  Veterans  Affairs  Dr. 
James  B.  Peake.  “Members  of  this  committee  work  tire¬ 
lessly  on  behalf  of  women  veterans  to  improve  out¬ 
reach,  ensure  access  to  VA  benefits  and  recommend 
ways  in  which  VA  can  better  meet  their  needs.” 

Established  in  1983,  the  advisory  committee  makes 
recommendations  for  administrative  and  legislative 
changes.  The  committee  members  are  appointed  to 
one-,  two-,  or  three-year  terms.  The  new  committee 
members  include:  Rene  A.  Campos  from  Washington, 
D.C.;  Helena  R.  Carapellatti  from  Upper  Marlboro, 
Maryland;  Barbara  Pittman  from  Washington,  D.C.;  and 
Rosemarie  (Rose)  Weber  from  Springfield,  Virginia. 

“The  expertise  and  perspectives  that  the  new  mem¬ 
bers  offer  are  greatly  appreciated  and  will  surely  impact 
the  recommendations  presented  by  the  Committee.  I 
look  forward  to  their  contributions,”  Peake  said. 

Women  veterans  are  one  of  the  fastest  growing  seg¬ 
ments  of  the  veteran  population.  There  are  approxi¬ 
mately  1.7  million  women  veterans.  They  comprise  7 
percent  of  the  total  veteran  population  and  nearly  5 
percent  of  all  veterans  who  use  VA  healthcare  services. 
VA  estimates  that  by  2020  women  veterans  will  com¬ 
prise  10  percent  of  the  veteran  population. 

VA  has  women  veterans  program  managers  at  VA 
medical  centers  and  women  veterans  coordinators  at 
VA  regional  offices  to  assist  women  veterans  with 
health  and  benefits  issues. 


This  information  was  first  published  via  VA  news  release  on  January  3,  2008. 


The  members  of  the  Advisory  Committee 
on  Women  'Veterans  are: 

Shirley  Ann  Quarles,  Chair,  McCormick,  South  Carolina. 
Colonel,  U.S.  Army  Reserve,  Nurse  Corps;  currently  a  professor  at 
Medical  College  of  Georgia's  School  of  Nursing. 

Rene  A.  Campos,  Washington,  D.C.  A  retired  Navy  Commander; 
currently  serves  as  the  Deputy  Director  of  Family  Matters,  Government 
Relations,  Military  Officers  Association  of  America  (MOAA). 

Helena  R.  Carapellatti,  Upper  Marlboro,  Maryland.  A  retired 
Chief  Master  Sergeant,  Air  National  Guard;  currently  tutors  with  the 
Literacy  Council  of  Prince  George's  County  and  owns  a  business  with 
her  spouse. 

Velma  Hart,  Upper  Marlboro,  Maryland.  A  former  Army  Reserve 
Sergeant;  currently  National  Finance  Director/Chief  Fiscal  Officer 
(CFO)  for  American  Veterans  (AMVETS). 

Kathleen  Janoski,  Pittsburgh,  Pennsylvania.  A  retired  Navy  Chief 
Petty  Officer;  currently  works  in  private  industry  and  is  active  in  sever¬ 
al  civic  and  military  organizations. 

Marlene  Kramel,  Pineville,  Louisiana.  A  former  Army  Nurse  with 
service  in  Vietnam;  retired  psychiatric  nurse  and  Women  Veterans 
Program  Manager  with  the  VA  Medical  Center  (VAMC)  in  Alexandria, 
Louisiana. 

Mary  Antoinette  (Tonie)  Lawrie,  St.  Petersburg,  Florida.  A  for¬ 
mer  Air  Force  Nurse  Corps  Captain  with  service  in  Vietnam;  retired  as 
coordinator  of  the  Women  Veterans  Flealth  Program  at  the  VAMC  in 
Bay  Pines.  Former  Commissioner  for  the  State  of  Florida  Department 
of  Veterans  Affairs. 

Pamela  Luce,  Shelbyville,  Kentucky.  A  retired  Army  First  Sergeant; 
currently  Women  Veterans  Coordinator  for  the  Commonwealth  of 
Kentucky  and  Benefits  Branch  Manager  for  the  Kentucky  Department 
of  Veterans  Affairs. 

Brenda  Moore,  Getzville,  New  York.  Served  in  the  Women's  Army 
Corps;  currently  a  professor  in  the  Department  of  Sociology  at  the  State 
University  of  New  York  at  Buffalo.  Former  Commissioner  of  the  American 
Battle  Monuments  Commission  and  former  member  of  the  Defense 
Advisory  Committee  on  Women  in  the  Services  (DACOWITS). 

Jacqueline  Morgan,  Vice-Chair,  Seattle,  Washington.  A  retired 
Air  Force  Medical  Corps  Colonel  and  retired  physician. 

Barbara  Pittman,  Washington,  D.C.  A  retired  Air  Force  Technical 
Sergeant;  currently  works  for  the  Government  of  the  District  of 
Columbia,  Executive  Office  of  the  Mayor,  as  the  Veterans  Benefits 
Special  Assistant  to  the  Mayor. 

Celia  Szelwach,  Bradenton,  Elorida.  Graduate  of  the  U.S.  Military 
Academy.  A  former  Army  Captain;  currently  self-employed. 

Joanna  Truitt,  West  River,  Maryland.  Served  in  several  leadership 
positions  in  institutions  of  higher  education;  currently  serves  as  the 
D.C.  Director  of  the  American  Legion  Auxiliary. 

Rosemarie  (Rose)  Weber,  Springfield,  Virginia.  A  retired  Marine 
Corps  Master  Gunnery  Sergeant;  currently  serves  as  the  Executive 
Assistant  in  Department  of  Defense's  (DoD)  Defense  Travel 
Management  Office. 
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New  Veterans  Adminisnatien 
Rules  fer  Specially  Adapted 
Heusing  Giants 

Program  Aids  Most  Seriously  Injured 


A  Change  in  the  law  that 

allows  certain  seriously  injured  vet¬ 
erans  and  servicemembers  to 
receive  multiple  grants  for  con¬ 
structing  or  modifying  homes  has 
resulted  in  many  new  grants,  the 
Department  of  Veterans  Affairs  (VA) 
announced. 

Before  the  change,  eligible  veter¬ 
ans  and  servicemembers  could 
receive  special  adaptive  housing 
grants  of  $10,000  or  $50,000  from 
VA  only  once.  Now  they  may  use 
the  benefit  up  to  three  times,  so 
long  as  the  total  grants  stay  within 
specified  limits  outlined  in  the  law. 

“Veterans  seriously  disabled  dur¬ 
ing  their  military  service  have 
earned  this  benefit,”  said  Secretary 
of  Veterans  Affairs,  Dr.  James  B. 
Peake.  “This  change  ensures  that 
every  eligible  veteran  and  service- 
member  has  the  chance  to  use  the 
maximum  amount  afforded  to 
them  by  our  grateful  nation.” 

In  order  to  ensure  all  previous 
recipients  are  aware  of  this  oppor¬ 
tunity,  VA  has  mailed  more  than 
16,000  letters  to  eligible  veterans, 
reaching  out  to  those  who  used 
only  a  portion  of  their  grant  or  who 
decided  not  to  use  the  grant  even 
after  initially  qualifying. 

The  response  over  the  past 
year  has  been  dramatic  with 
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more  than  4,600  applications 
received  thus  far.  Of  these, 
approximately  3,900  veterans 
have  been  determined  eligible 
under  the  new  law,  and  more 
than  200  grants  already  awarded. 

VA  has  averaged  about  1,000 
adaptive  housing  grant  applications 
per  year  during  the  past  10  years. 
Since  the  program  began  in  1948,  it 
has  provided  more  than  $650  mil¬ 
lion  in  grants  to  about  34,000  seri¬ 
ously  disabled  veterans. 

To  ensure  veterans’  and  service- 
members’  needs  are  met  and  grant 
money  is  spent  properly,  VA  works 
closely  throughout  the  entire 
process  with  contractors  and  archi¬ 
tects  to  design,  construct,  and  mod¬ 


ify  homes  that  meet  the  individuals’ 
housing  accessibility  needs. 

Eligible  for  the  benefit  are  those 
with  specific  service-connected  dis¬ 
abilities  entitling  them  to  VA  com¬ 
pensation  for  a  “permanent  and 
total  disability.”  They  may  receive  a 
grant  to  construct  an  adapted  home 
or  to  modify  an  existing  one  to 
meet  their  special  needs. 

VA  has  three  types  of  adapted 
housing  grants  available.  The 
Specially  Adapted  Housing  grant 
(SAH),  currently  limited  to  $50,000, 
is  generally  used  to  create  a  wheel¬ 
chair-accessible  home  for  those 
who  may  require  such  assistance 
for  activities  of  daily  living. 

VA’s  Home  Loan  Guaranty  pro- 
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gram  and  the  Native  American 
Direct  Loan  program  may  also  be 
used  with  the  SAH  benefit  to  pur¬ 
chase  an  adaptive  home. 

The  Special  Housing  Adaptations 
(SHA)  grant,  currently  limited  to 
$10,000,  is  generally  used  to  assist 
veterans  with  mobility  throughout 
their  homes  due  to  blindness  in 
both  eyes,  or  the  anatomical  loss  or 
loss  of  use  of  both  hands  or 
extremities  below  the  elbow. 

A  third  type  established  by  the 
new  law,  the  Temporary  Residence 
Adaptation  (TRA)  grant,  is  available 
to  eligible  veterans  and  seriously 
injured  active  duty  servlcemembers 
who  are  temporarily  living  or 
intend  to  temporarily  live  in  a 
home  owned  by  a  family  member. 

While  the  SAH  and  SHA  grants 
require  ownership  and  title  to  a 


house,  in  creating  TRA  Congress 
recognized  the  need  to  allow  veter¬ 
ans  and  active  duty  members  who 
may  not  yet  own  homes  to  have 
access  to  the  adaptive  housing 
grant  program. 

Under  TRA,  veterans  and  service- 
members  eligible  under  the  SAH 
program  would  be  permitted  to  use 
up  to  $14,000,  and  those  eligible 
under  the  SHA  program  would  be 
allowed  to  use  up  to  $2,000  of  the 
maximum  grant  amounts.  Each 
grant  would  count  as  one  of  the 
three  grants  allowed  under  the  new 
program, 

“The  goal  of  all  three  grant  pro¬ 
grams  is  to  provide  a  barrier-free 
living  environment  that  offers  the 
country’s  most  severely  injured  vet¬ 
erans  or  servlcemembers  a  level  of 
independent  living,”  added  Peake. 


Other  VA  adaptive  housing  bene¬ 
fits  are  currently  available  through 
Vocational  Rehabilitation  and 
Employment  Service’s  Independent 
Living  program,  the  Insurance 
Service’s  Veterans  Mortgage  Life 
Insurance  program,  and  the 
Veterans  Health  Administration’s 
Home  Improvement  and  Structural 
Alterations  grant. 

For  more  information  about 
grants  and  other  adaptive  housing 
programs,  contact  a  local  VA  region¬ 
al  office,  at  1-800-827-1000,  or  a 
local  veterans  service  organization. 
Additional  program  information  and 
grant  applications  (VAF-26-4555) 
can  be  found  at  http://www.home- 
loans.va.gov/sah.htm,  • 


This  information  was  first  published  via  VA  news 
release  on  January  4,  2008. 


Pay  in  Vets’  Work  Program 
Ruled  Tax-Free 

Ruling  on  Compensated  Work  Therapy  Retroactive  Three  Years 


PAYMENTS  PROVIDED  to  veterans 

under  two  specific  programs  of  the 
Department  of  Veterans  Affairs  (VA)  — 
the  Compensated  Work  Therapy  (CWT) 
and  Incentive  Therapy  (IT)  programs— 
are  no  longer  taxable,  according  to  the 
Internal  Revenue  Service,  Veterans  who 
paid  tctx  on  these  benefits  in  the  past 
three  years  can  claim  refunds. 

Recipients  of  CWT  and  IT  payments 
no  longer  receive  a  Form  1099 
(Miscellaneous  Income)  from  VA. 
Veterans  who  paid  tax  on  these  benefits 
in  tax  years  2004,  2005,  or  2006  can 
claim  a  refund  by  filing  an  amended 


tax  return  using  IRS  Form  1040X. 
Nearly  19,000  veterans  received  CWT 
benefits  last  year,  while  8,500  received 
IT  benefits. 

The  IRS  agreed  with  a  U.S.  Tax  Court 
decision  earlier  in  2007  that  CWT  pay¬ 
ments  are  tax-free  veterans  benefits.  In 
so  doing,  the  agency  reversed  a  1965 
ruling  that  these  payments  were  taxable 
and  required  VA  to  report  payments  as 
taxable  income. 

The  CWT  and  IT  programs  provide 
assistance  to  veterans  unable  to  work 
and  support  themselves.  Under  the 
CWT  program,  VA  contracts  with  pri¬ 


vate  industry  and  the  public  sector  for 
work  by  veterans,  who  learn  new  job 
skills,  strengthen  successful  work 
habits,  and  regain  a  sense  of  self¬ 
esteem  and  self-worth.  Veterans  are 
compensated  by  VA  for  their  work  and, 
in  turn,  improve  their  economic  and 
social  well-being. 

Under  the  IT  program,  veterans  with 
serious  disabilities  receive  payments  for 
providing  services  at  about  70  VA  med¬ 
ical  centers.  • 


This  information  was  first  published  via  VA  news 
release  on  January  7,  2008. 
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New  VA  Rules  for  Specially  Adapted  Housing  Grants 
Program  Aids  Most  Seriously  Injured 

The  VA  adopted  a  new  rule  on  January  4,  2008  to  aid  seriousiy  wounded 
veterans  with  funding  a  home. 


Visual  Impairment  and  Blindness 

Visual  impairment  and  blindness  are  issues  facing  the  veteran  and  non-veteran 
populations  In  a  vartety  of  ways.  It  Is  estimated  that  In  the  United  States  more  than 
26  million  people  over  the  age  of  forty  are  affected  with  some  type  of  visual  disorder 
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EP  Military  Channel  News 

Readers  can  access  important  information  regarding 
Department  of  Defense  news,  Department  of  Veterans  Affairs 
news,  and  TRICARE  by  visiting  the  Military  Channel  on  the  EP 
Web  site.  Information  includes  news  releases,  reports,  and  other 
relevant  items.  Visit  the  EP  Military  Channel  at 
http  ://www.  eparent .  com/main_channels_military/index.  asp . 


Items  currently  on  the  site  include: 


GAO  Report  -  DoD  and  VA: 
Preliminary  Observations  on 
Efforts  to  Improve  Healthcare 
and  Disability  Evaluations  for 
Returning  Servicemembers 


Report  of  the  President’s 
Commission  on  Care  for 
America’s  Returning  Wounded 
Warriors 


VA  News  Release  -  VA  Is  Leader 
in  Hospice  and  Palliative  Care: 
Consultations  for  Veterans 
Nationwide 


http://www.eparent.com/main_channels_military/index.asp 


CORRECTION:  August  2007  Issue,  "Considerations  for  the  Military  Child  with  Special  Needs  Transitioning  to  Adulthood", 
page  75.  Sentence  read:  In  the  Hampton  Road,  Virginia  area,  the  ENDependence  Center  of  Northern  Virginia,  Inc. 
Correction  is:  In  the  Hampton  Road,  Virginia  area,  the  ENDependence  Center  of  Northern  Norfolk,  Inc. 
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The  American  Epilepsy  Seciety’s 

Operation  Giveback 

Launches  Its  Educational  Campaign 
on  Post-TTaumadc  Epilepsy 


By  Vanessa  B.  Ira 


At  the  American  Epilepsy 

Society’s  (AES)  Annual  Meeting, 
which  took  place  in  December  2007 
in  Philadelphia,  Pennsylvania,  Marc 
A.  Dichter,  M.D.,  Ph.D.  presented  his 
latest  research  on  clinical  trials  in 
post-traumatic  epilepsy  in  brain- 
injured  individuals  as  part  of  this 
year’s  Merritt-Putnam  Symposium 
on  post-traumatic  epilepsy.  Great 
concern  exists  among  the  medical 
community  that  post-traumatic 
epilepsy  in  many  returning  head- 
injured  veterans  from  the  current 
conflicts  in  Iraq  and  Afghanistan  may 
not  manifest  for  months  or  years 
after  the  insult.  Of  greater  concern  is 
the  possibility  that  this  may  go 
unrecognized  and  untreated. 

In  his  talk,  Dr.  Dichter  discussed 
treatment  barriers  and  diagnosis  of 
“subtle  seizures”  as  well  as  the 
impact  of  rehabilitation  for  veterans 
and  Soldiers  who  may  not  know  they 
are  experiencing  epileptic  seizures. 
Equally  important,  he  provided 
insight  on  Operation  Giveback,  the 
AES’s  initiative  to  improve  diagnosis 
and  care  for  this  high-risk  popula¬ 
tion.  Dr.  Dichter,  a  leading  expert  on 
post-traumatic  epilepsy,  is  Professor 
of  Neurology  at  the  University  of 
Pennsylvania  School  of  Medicine  and 
former  Director  of  the  Penn  Epilepsy 
Center  and  the  University  of 
Pennsylvania  David  Mahoney 


Institute  of  Neurological  Sciences.  He 
has  been  active  in  epilepsy  research 
at  both  the  basic  and  clinical  level, 
focusing  on  mechanisms  underlying 
seizures  and  epileptogenesis.  He  is 
also  a  past  president  of  the  AES. 

For  further  information  about  Dr. 
Dichter  and  his  research,  visit 
http://www.med, upenn.edu/ins/fac- 
ulty/dichter.htm. 

Following  is  an  interview  with  Dr, 
Dichter,  conducted  by  EP  magazine, 
on  this  urgent  topic. 

Exceptional  Parent  (EP)  what  is  the 

genesis  of  this  initiative  you  started 
within  the  American  Epilepsy 
Society  called  Operation  Giveback? 

Marc  A.  Dichter,  M.D.,  Ph.D.  (MD) 

Operation  Giveback  started  in  Spring 
2007. 1  was  concerned  about  the  pos¬ 


sibility  that  returning  veterans  who 
had  experienced  TBI  (Traumatic  Brain 
Injury)  in  the  Gulf  Wars  might  develop 
subtle  and  difflcult-to-diagnose 
seizures  long  after  they  returned  home 
and  left  the  service.  I  thought  that  we, 
in  the  epilepsy  professional  communi¬ 
ty,  could  do  something  to  help  deal 
with  this  problem.  I  proposed  this  ini¬ 
tiative  to  AES,  and  they  enthusiastical¬ 
ly  decided  to  support  it.  We  assembled 
a  task  force  of  AES  members  that  I 
chair.  The  task  force  consists  of  indi¬ 
viduals  who  are  not  affiliated  with  the 
VA  (U.S.  Department  of  Veterans 
Affairs)  system  and  others  who  work 
at  VA  Epilepsy  Centers.  We  had  month¬ 
ly  or  bi-monthly  telephone  meetings 
all  spring  and  summer,  of  the  whole 
group,  to  try  and  formulate  plans  for 
this  initiative.  Our  activities  could  be 
broken  up  into  three  broad  categories: 
advocacy  for  increased  support  for  the 
VA  so  they  could  optimally  serve  our 
returning  wounded  veterans,  especial¬ 
ly  support  for  increased  epilepsy  serv¬ 
ices;  educational  initiatives;  and  possi¬ 
ble  direct  voluntary  service  to  help 
understaffed  VA  facilities  or  to  offer 
services  to  veterans  with  post-traumat¬ 
ic  epilepsy  outside  the  VA  system. 

We  created  an  area  on  the  AES  Web 
site  that  has  FAQs  (Frequently  Asked 
Questions)  on  post-traumatic  epilepsy 
so  that  lay  people  can  understand  it  in 
basic,  simple  terms.  Families  who  are 
concerned  that  their  relative  may  be 
having  seizures  can  go  to  that  site  and 
have  their  questions  answered  as  best 
as  we  can  anticipate.  We  also  created  a 
slide  set  meant  for  education  of 
healthcare  providers  -  not  necessarily 
for  a  highly  skilled  neurologist,  but  for 
internists,  psychiatrists,  nurse  practi¬ 
tioners,  OTs  (occupational  therapists) 
or  PTs  (physical  therapists),  so  we  can 
introduce  them  to  the  issue  of  the 
kinds  of  seizures  that  people  can  have 
that  would  not  normally  be  recog¬ 
nized,  We  hope  to  teach  these  health¬ 
care  professionals  how  to  ask  the  right 
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questions  and  how  to  refer  these 
patients  to  appropriate  medical 
resources. 

My  feeling  is  that  people  who  have 
grand  mal  type  seizures  will  get  into 
the  system  because  those  are  pretty 
obvious.  I  don’t  know  whether  all  such 
individuals  will  be  able  to  get  the  nee- 
essary  help  within  the  VA  system  or 
whether  they  will  be  working  with 
physicians  in  the  private  sector.  We  are 
concerned  that  if  they’ve  been  mus¬ 
tered  out  a  year  or  more  ago  and  now 
are  trying  to  get  their  lives  back  and 
have  a  seizure,  they  might  not  realize 
that  that  seizure  is  possibly  from  a 
head  injury  that  they  sustained.  This 
may  be  a  particular  problem  for  those 
who  were  injured  by  an  lED 
(Improvised  Explosive  Device)  explo¬ 
sion,  where  they  were  knocked  out, 
but  when  they  woke  up  they  went  back 
fighting  again  because  the  flrefight  was 
still  going  on.  It  is  not  an  uncommon 
experience  that  the  seriousness  of 
closed  head  injuries,  without  the  blood 
and  obvious  wounds,  is  not  apparent  to 
the  patient  themselves,  or  an  observer, 
as  with  a  penetrating  head  Injury, 
where  it’s  more  obvious  that  a  serious 
injury  has  occurred.  Then,  if  a  year 
later,  they  develop  a  seizure  or 
episodes  involving  confusion  or  prob¬ 
lems  relating  to  memory,  they  might 
not  make  the  connection  with  their 
prior  TBI.  They  may  be  diagnosed  as 
post-traumatic  stress  disorder,  or  their 
symptoms  may  be  thought  of  as  part  of 
the  TBI,  rather  than  as  possibly  being 
due  to  epileptic  seizures. 

So  we’re  trying  to  reach  that  group 
to  make  them  aware  that  the  seizures 
are  a  possibility  and  to  seek  medical 
attention. 

EP  what  was  the  response  you 
received  from  medical  practitioners 
within  the  Military? 

MD  When  I  talked  to  people  in  the 
head  injury  program,  their  initial 


response  was  that  epilepsy  wasn’t  real¬ 
ly  one  of  their  major  considerations, 
because  they  were  so  focused  on  the 
acute  management  of  head  trauma. 
They  were  talking  about  in-theater 
management  related  to  getting  imme¬ 
diate  medical  care,  getting  the  patient 
stabilized,  and  getting  them  able  to  be 
evacuated  to  Germany,  or  elsewhere, 
for  more  extensive  treatment.  The 
epilepsy  was  a  secondary  problem.  If 
they  had  an  acute  seizure,  they’d  treat 
it.  But  the  possibility  of  developing  late 
epilepsy  was  down  the  road.  So  it  was¬ 
n’t  really  part  of  their  consciousness. 
We’re  hoping  to  bring  this  issue  more 
to  the  forefront,  especially  after  the  ini¬ 
tial  emergency  treatment. 

EP:  What  can  we  do  about  this  issue  now? 

MD:  Unfortunately,  at  the  moment, 
there’s  nothing  much  we  can  do  to 
prevent  epilepsy  after  TBI.  What  we 
are  doing  at  the  University  of 
Pennsylvania  is  learning  how  to  do 
clinical  trials  to  prevent  epilepsy; 
although  in  this  case,  it’s  with  the 
local  civilian  population  who  have 
TBI.  The  DoD  (Department  of 
Defense)  is  interested  on  that  level 
and  is  supporting  our  pilot  clinical 
trail  with  their  research  arm. 

We  are  also  concerned  about  track¬ 
ing  individuals  who  are  coming  back 
from  the  Gulf  Wars  with  traumatic 
brain  injury,  over  a  long  period  of  time, 
by  establishing  a  database.  This  could 
serve  several  purposes.  We  could  deter¬ 
mine  how  high  the  risk  of  post-trau¬ 
matic  epilepsy  is  with  different  types  of 
TBI.  We  could  also  use  the  database  to 
reach  more  of  the  returning  veterans  to 
make  them  aware  of  the  possibility  of 
problems  that  may  develop  later  -  and 
encourage  them  to  stay  in  the  system. 
And  we  can  also  get  an  idea  of  how 
often  this  is  occurring,  how  serious  it 
is,  and  what  might  we  do  about  it? 

EP:  What  are  the  hurdles  that  exist  in 


being  able  to  identify  those  that 
potentially  require  diagnosis  and 
treatment? 

MD  The  VA  hospitals  are  apparently 
not  seeing  large  influxes  of  TBI- 
injured  patients  with  epilepsy  at  the 
present  time.  They  don’t  know  where 
the  patients  are.  We  hear  statistics 
about  TBI,  but  we  are  wondering, 
what  is  happening  to  the  patients? 

There  are  a  number  of  possible 
explanations.  One  is  that  many  of  the 
returning  veterans  left  the  system 
and  are  now  being  treated  by  doctors 
in  the  community.  Some  of  these 
individuals  who  develop  seizures 
may  not  realize  that  what  happened 
two  years  after  they  were  discharged 
was  related  to  a  war  injury. 

I  don’t  know  the  details  about  what 
happens  to  National  Guard  members 
after  they  return  from  the  Gulf.  Do 
they  have  to  sign  up  for  VA  benefits 
when  they  finish  their  service?  I  do 
not  know  if  it  is  automatic  that  they 
receive  VA  benefits.  At  one  time,  I  had 
heard  that  they  needed  to  enlist  in 
the  program  and  that  there  was  a 
charge  for  it,  but  I’m  not  sure  about 
this.  If  this  is  true,  for  example,  and 
when  discharged  they  feel  that  they 
are  okay,  they  may  not  want  to  pay 
anything  to  have  that  sort  of  insur¬ 
ance  policy.  Then,  if  something  hap¬ 
pens  a  year  or  two  later,  they  may  be 
unable  to  obtain  proper  care. 

Right  now,  we  don’t  have  a  way  of 
preventing  post-TBI  epilepsy,  but 
once  someone  develops  epilepsy,  we 
have  a  lot  of  drugs  that  can  effective¬ 
ly  treat  the  seizures.  Unfortunately, 
these  drugs  are  only  completely  suc¬ 
cessful  in  about  60  or  70  percent  of 
patients,  and  that  leaves  a  lot  of  peo¬ 
ple  with  an  ongoing  serious  problem, 

EP:  What  do  you  see  as  the  role  of 
allied  healthcare  professionals  such 
as  nurses,  OTs,  or  PTs  in  helping  diag- 

continued  on  page  89 
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The  Use  of  One-on-One 
Paraprofessionals  in  me  Classroom 

Does  This  Assistance  Help  to  Build  Necessary  Life  Skills? 


By  Heather  M.  Hebdon 


Parents  frequemiy  think 

about  how  to  help  their  children  gain 
skills  and  knowledge  that  will  pro- 
vide  the  greatest  opportunities  when 
they  are  no  longer  in  the  educational 
system.  They  work  with  the  schools 
to  write  good  Individualized 
Education  Programs  (lEPs),  help  their 
children  at  home,  and  seek  Informa- 
tion  that  will  enable  their  children  to 
live  a  full  and  quality  life.  Families 
often  ask  why  the  schools  don’t  pro- 
vide  more  one-on-one  paraprofes- 
sional  support  for  students  with  dis¬ 
abilities,  People  sometimes  think  if  a 
child  has  a  one-on-one  paraprofes- 
sional,  he  or  she  could  be  in  the  gen¬ 
eral  education  classroom  more  and 
also  attain  higher  skills,  standards,  or 
lEP  goals.  The  belief  is  that  if  more 
individual  time  were  given  to  a  task, 
there  would  be  a  different  result. 
This  is  not  always  true. 

There  have  been  a  number  of  stud¬ 
ies  in  recent  years  on  the  use  of  one- 
on-one  assistants  for  children  with 
disabilities.  These  studies  have 
looked  at  the  role  of  the  paraeduca- 
tor,  the  inclusion  of  the  child  in  daily 
classroom  activities,  and  the  paraed- 
ucator’s  role  in  the  child’s  skill  build¬ 
ing,  Rulings  in  court  cases  have 
shown  that  the  use  of  a  one-on-one 
paraeducator  could  actually  be  more 


restrictive  for  the  child  than  having 
him  or  her  in  a  self-contained  pro¬ 
gram.  This  doesn’t  mean  that  the  use 
of  a  one-on-one  aide  should  never  be 
considered.  These  considerations 
should  be  based  on  the  child’s 
strengths  and  needs.  For  some  stu¬ 
dents,  a  one-on-one  paraeducator  is 
necessary  for  safety  or  health  rea¬ 
sons,  However,  this  may  or  may  not 
hold  true  when  it  is  solely  for  the 
purpose  of  helping  a  student  gain 
new  skills. 

One  study  showed  that  as  students 
with  disabilities  have  increasingly 
been  placed  in  general  education 
schools  and  classes,  the  use  of  one- 
on-one  paraprofessional  support  and 
classroom  paraeducator  support  has 
increased.  Some  national  experts 
estimate  that  over  500,000  instruc¬ 
tional  assistants  (paraeducators)  are 
employed  in  public  schools  across 
the  nation.  The  number  of  these 
individuals  is  expected  to  increase. 
The  question  is,  how  are  these  indi¬ 
viduals  being  used?  Are  they  provid¬ 
ing  additional  support  to  the  class¬ 
room  teacher  so  that  he  or  she  can 
successfully  include  the  child  with  a 
disability  in  the  setting,  or  are  they 
taking  the  place  of  the  teacher? 

One  large  study  done  over  a  three- 
year  period  in  four  different  states 
provided  some  interesting  results 


that  families  might  want  to  consider. 

Some  paraprofessionals  “shad¬ 
owed”  the  student,  constantly  being 
at  the  child’s  side  and  accompanying 
the  student  in  all  school  settings. 
While  such  support  could  at  times  be 
essential,  it  was  not  always  necessary 
and  was  found  to  actually  create  bar¬ 
riers  for  the  child’s  involvement  and 
participation  with  other  students. 

Often,  the  expectations  regarding 
the  role  of  the  classroom  teacher 
were  not  as  clear.  In  many  instances 
the  classroom  teacher  did  not  pro¬ 
vide  the  direct  instruction  of  the  stu¬ 
dent.  The  paraprofessional  became  a 
“substitute”  for  the  teacher  in  provid¬ 
ing  that  instruction. 

Paraprofessionals  were  found  to 
frequently  separate  the  student  with 
disabilities  from  the  rest  of  the  class 
during  activities.  Examples  of  this 
type  of  separation  included  the  para¬ 
professional  leaving  the  regular 
classroom  a  couple  of  minutes 
before  the  rest  of  the  students  to  take 
the  student  with  disabilities  to  the 
specialty  classroom  (e.g.,  art,  music, 
physical  education).  It  was  noted  that 
even  when  the  student  might  be  in  a 
setting  or  activity  in  which  he  or  she 
could  participate  with  other  stu¬ 
dents,  such  as  seated  on  a  rug  to  hear 
a  story,  the  paraprofessional  often 
physically  separated  the  student  with 
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disabilities  from  the  group  by  posi- 
boning  him  on  the  edge  of  the  group 
activity.  It  was  also  found  that  such 
separation  from  the  class  occurred 
even  during  activities  where  the  stu- 
dent  could  have  been  successful  in 
that  class  activity, 

Paraprofessionals  often  prompted 
almost  every  behavior  the  student 
used,  not  fading  those  prompts  to 
allow  the  child  to  become  more  inde¬ 
pendent  or  encourage  the  student  to 
respond  to  other  people  (e,g,,  school 
staff,  peers).  This  caused  students  to 
have  fewer  opportunities  to  obtain 
and  demonstrate  new  skills  and  led 
to  recommendations  for  more 
restrictive  classroom  settings,  with 
less  opportunity  to  participate  with 
their  non-disabled  peers. 


The  study  suggested  that  different 
service  strategies  include:  providing 
needed  supports  in  general  educa¬ 
tion  classrooms;  training  and  sup¬ 
port  for  the  teacher  and  students; 
and  increasing  the  opportunities  for 
students  to  use  natural  peer  support. 
The  study  emphasized  that  support 
for  students  needs  to  be  individual¬ 
ized  and  flexible. 

If  you  feel  your  child’s  needs  are 
not  being  met  or  that  lEP  goals  are 
not  being  attained,  call  an  lEP  meet¬ 
ing  to  discuss  these  concerns  with 
the  other  team  members.  Be  creative 
in  looking  at  the  possibilities. 
Consider  what  would  be  the  most 
natural  help  for  your  child  in  order  to 
assist  his  or  her  needs  and  yet  capi¬ 
talize  on  his  or  her  strengths.  When 


considering  one-on-one  assistance 
for  your  child,  think  about  his  or  her 
needs  and  strengths  and  the  “why” 
of  asking  for  the  paraprofessionaTs 
assistance.  Don’t  think  of  the  one-on- 
one  paraprofessional  as  the  only 
answer.  Consider  the  options  and 
make  the  decision  based  on  what  is 
appropriate  for  the  child,  • 
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of  Specialized  Training  of  Military  Parents 
(STOMP),  She  established  STOMP  in  1985 
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nose  epilepsy  among  these  vets  who 
have  experienced  TBI? 

MD:  They  are  extremely  important 
because  they  are  likely  to  be  the 
practitioners  who  see  these  individu¬ 
als  first.  By  the  time  the  patients  get 
to  a  neurologist,  it  will  be  already 
recognized  that  they  are  at  risk  for 
having  a  problem.  It’s  when  they  go 
to  a  PT,  where  maybe  the  PT  recog¬ 
nizes  that  the  patient  is  not  perform¬ 


ing  as  expected.  Maybe  one  day  he’s 
good,  one  day  he’s  not,  or  he  forgot 
what  he  was  taught  last  week  and  yet 
he  remembers  what  he  was  taught 
two  weeks  ago.  There  are  lapses.  If 
seizures  are  suspected,  it  is  really 
important  to  investigate  the  situation 
thoroughly  and  make  sure  everyone 
knows  what’s  happening.  If  seizures 
are  a  component  of  the  problem,  we 
can  treat  them  and  try  to  optimize 
their  recovery.  One  of  the  major 


goals  of  Operation  Giveback  is  to 
reach  the  veterans  themselves,  their 
families,  and  the  front-line  health¬ 
care  professionals  who  are  likely  to 
interact  directly  with  the  injured  vet¬ 
erans,  If  we  can  raise  everyone’s  con¬ 
sciousness  about  the  problem  of 
post-traumatic  epilepsy,  we  will  have 
accomplished  a  lot,  • 


Vanessa  B,  Ira  is  Director  of  Projects  for  EP 
LiveOnZ/ne™  and  also  works  with  Vemics,  Inc, 
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What  You  Need  to  Know 

When  Ydur  Family  Is  Transieiied  During 
a  Transition  Phase  in  VOur  Child’s  Cara 

By  Chris  Bastian 


Military  families  may 

face  transfer  to  another  location  at  a 
critical  juncture  in  their  child’s  care 
and  services.  It  is  important  to  know 
both  what  the  law  provides  and 
when  in  order  to  ensure  the  best 
services  for  your  child,  delivered 
without  interruption. 

Statistics  show  that  the  average 
military  child  receiving  special  edu- 
cation  services  is  between  the  ages  of 
two  and  eight,  placing  them  within  a 
transition  phase  that  occurs  in  avail¬ 
able  services  provided  by  law. 

Before  the  age  of  three,  if  a  child  is 
diagnosed  with  a  medical  need  that 
places  them  at  risk  of  developmental 
delays,  the  family  can  request  the 
opportunity  to  move  to  a  military 
installation  that  is  closer  to  a  major 
medical  facility.  The  family  will  also 
need  to  enroll  in  the  military 
Exceptional  Family  Member 
Program  (EFMP),  which  provides 
information,  resources,  and  support 
for  a  family  with  a  member  with 
special  needs. 

The  decision  regarding  whether  to 
send  a  family  on  a  Permanent 
Change  of  Station  (PCS)  will  depend 
on  the  Army’s  ability  to  match  the 
sponsor’s  Military  Occupational 
Specialty  (MOS)  with  an  authorized 
available  position,  as  well  as  on  the 
child’s  needs,  (The  sponsor  is  the 


military  member  responsible  for  the 
person  with  special  needs,)  When  a 
decision  is  made  to  move  a  family,  it 
can  place  the  parents  or  other 
responsible  party  in  a  position  of  not 
only  coordinating  a  major  transfer, 
but  transitioning  their  child  within 
the  special  education  system. 

Under  the  Individuals  with 
Disabilities  Education  Improvement 
Act  (IDEA)  of  2004,  children  with 
special  needs  qualify  for  services 
from  birth  through  21  years  of  age. 
The  act  is  divided  into  two  compo¬ 
nents:  1)  early  Intervention  services 
for  children  from  birth  up  to  three 
years  of  age  and  2)  special  educa¬ 
tional  services  for  children  from 
ages  three  through  21,  The  most  vul¬ 
nerable  time  to  transfer  your  child’s 
service  provided  by  IDEA  2004  is 
near  your  child’s  third  birthday. 
During  this  time  period,  your  child’s 
special  educational  program  is  tran¬ 
sitioning  from  IDEA  2004  Part  C  to 
IDEA  2004  Part  B, 

Part  C  provides  services  through  the 
Individualized  Family  Service  Plan 
(IFSP),  which  is  a  family-centered 
model  that  can  include  medical  serv¬ 
ices  and  can  be  provided  at  home  or 
in  other  natural  environments  for 
Infants  and  toddlers  (l,e,  community 
center,  childcare,  etc,).  Many  of  the 
related  services  (i,e.  Occupational 


Therapy,  Speech  Therapy,  and 
Physical  Therapy)  can  be  paid  for  by 
TRICARE,  The  transition  that  occurs 
on  the  child’s  third  birthday  requires 
the  child  to  be  served  under  Part  B, 
which  requires  the  development  of  an 
Individualized  Education  Program 
(lEP)  which  is  a  school-based  educa¬ 
tional  service  model  provided  by 
school  district  personnel  and  in  which 
the  local  district,  in  coordination  with 
the  parents,  determines  placement 
and  related  services. 

In  order  to  receive  special  educa¬ 
tional  services  from  the  new  duty  sta¬ 
tion  in  a  timely  manner,  it  is  impor¬ 
tant  to  understand  some  of  the  transi¬ 
tion  and  transfer  regulations  associat¬ 
ed  with  IDEA  2004,  Understanding 
the  laws  and  being  proactive  can 
make  the  difference  between  your 
child  receiving  services  once  you 
arrive  at  your  new  installation  or 
experiencing  gaps  in  services.  Since 
studies  show  that  early  intervention 
services  for  toddlers  with  special 
needs  are  critical,  time  is  essential. 
There  are  two  sections  of  the  IDEA 
regulations  that  are  important  to 
understand  in  relation  to  this  transi¬ 
tion  during  a  PCS  move: 

•  §300,124  Transition  of  Children 
from  the  Part  C  Program  to 
Preschool  Programs 

•  §300,323(f)  Transfer  of  lEP 
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IDEA  2004  Regulation  34  CFR 
300.124  reads: 

Transition  of  Children  from  the  Fart 
C  Program  to  Preschool  Programs 

The  State  must  have  in  effect  policies 
and  procedures  to  ensure  that: 

a.  Children  participating  in  early 
intervention  programs  assisted 
under  Part  C  of  the  Act,  and  who 
will  participate  in  preschool  pro¬ 
grams  assisted  under  Part  B  of  the 
Act,  experience  a  smooth  and 
effective  transition  to  those  pre¬ 
school  programs  in  a  manner  con¬ 
sistent  with  section  637(a)(9)  of 
the  Act. 

b.  By  the  third  birthday  of  a  child 
described  in  paragraph  (a)  of  this 
section,  an  lEP  or,  if  consistent  with 
Sec.  300.323(b)  and  section  636(d) 
of  the  Act,  an  IFSP,  has  been  devel¬ 
oped  and  is  being  implemented  for 
the  child  consistent  with  Sec. 
300.101(b). 

c.  Each  affected  LEA  (local  educa¬ 
tion  agency)  will  participate  in 
transition  planning  conferences 
arranged  by  the  designated  lead 
agency  under  section  635(a)(10)  of 
the  Act. 

This  regulation  means  that  if  your 
child  has  qualified  for  the  early  inter¬ 
vention  services  with  an  IFSP,  then 
the  service  provider  of  the  early 
intervention  service  is  responsible 
for  managing  the  transition  piece  to 
the  school  district  with  the  goal  of 
having  an  lEP  developed  by  your 
child’s  third  birthday.  This  process 
will  include  a  series  of  assessments 
to  qualify  for  special  education  serv¬ 
ices  under  Part  B  and  the  develop¬ 
ment  of  an  lEP.  This  assessment 
piece  typically  starts  six  to  nine 
months  prior  to  your  child’s  third 
birthday.  Because  of  the  need  for  the 
involvement  of  the  early  intervention 
team  members  and  the  coordination 
between  them  and  the  school,  when¬ 


ever  possible,  your  goal  is  to  com¬ 
plete  the  transition  piece  by  your 
child’s  third  birthday  and  before  you 
transfer  to  the  new  duty  station.  For 
children  who  are  nearing  the  age  of 
three  and  are  receiving  early  inter¬ 
vention  services,  the  key  concept  for 
the  smooth  transfer  is  to  transition 
the  IFSP  to  an  lEP  before  your  PCS 
move  takes  place.  Once  you  have  the 
lEP  in  place,  it  will  prevent  the  major¬ 
ity  of  gaps  that  can  occur  in  services 
when  you  arrive  at  your  new  duty 
station.  Many  times,  parents  assume 
that  TRICARE  will  cover  these  gaps, 
but  since  TRICARE  is  the  payer  of  last 
resort,  they  will  require  you  to 
demonstrate,  by  involvement  with 
the  lEP  process,  that  the  school  is 
providing  their  piece  in  serving  the 
child.  Do  not  rely  on  TRICARE  to 
cover  these  gaps;  the  responsibility  is 
that  of  the  school  district. 

This  brings  us  to  the  next  protec¬ 
tion  provided  under  IDEA  2004, 

IDEA  2004  Regulation,  34  CFR 
300,323(f)  reads: 

(f)  lEPs  for  children  who  transfer 
from  another  State.  If  a  child  with 
a  disability  (who  had  an  lEP  that 
was  in  effect  in  a  previous  public 
agency  in  another  State)  transfers 
to  a  public  agency  in  a  new  State, 
and  enrolls  in  a  new  school  within 
the  same  school  year,  the  new 
public  agency  (in  consultation 
with  the  parents)  must  provide  the 
child  with  FAPE  (Free  Appropriate 
Public  Education)  (including  serv¬ 
ices  comparable  to  those 
described  in  the  child’s  lEP  from 
the  previous  public  agency),  until 
the  new  public  agency: 

(1)  Conducts  an  evaluation  pur¬ 
suant  to  Sec.  300.304  through  Sec. 
300.306  (if  determined  to  be  neces¬ 
sary  by  the  new  public  agency);  and 

(2)  Develops,  adopts,  and  imple¬ 
ments  a  new  lEP,  if  appropriate, 


that  meets  the  applicable  require¬ 
ments  in  Sec.  300.320  through 
Sec.  300.324. 

This  federal  regulation  means  that 
when  a  child  transfers  with  an  lEP 
from  one  state  to  another,  the  new 
school  district  will  accept  the  lEP, 
provide  services  as  close  as  possible 
to  those  received  in  the  previous 
school  district  to  ensure  that  a  FAPE 
is  provided  to  the  child,  and  then 
establish  an  lEP  following  the  state  or 
Department  of  Defense  Education 
Activity  (DoDEA)  criteria  (for  children 
going  overseas  or  stationed  at  instal¬ 
lations  where  the  Department  of 
Defense  (DoD)  has  responsibility  for 
educational  services).  If  the  school 
district  does  not  agree  with  the 
assessment  from  the  previous  place¬ 
ment,  then  the  school  district  will 
perform  additional  assessments  to 
determine  placement  and  services. 
Until  that  process  is  complete,  your 
child,  under  the  law,  will  be  provided 
with  the  educational  and  related 
services  identified  in  the  lEP  you 
bring  with  you  as  closely  as  possible 
until  a  new  lEP  is  established. 

The  dilemma  the  STOMP  staff  sees 
all  too  often  is  where  a  child  is  ready 
to  turn  three  and  is  neither  under  an 
IFSP  nor  an  lEP,  and  representatives 
of  the  system  are  unsure  whether  to 
move  forward  with  the  evaluation 
process.  If  a  child  is  diagnosed  with  a 
medical  condition  that  qualifies  him 
or  her  for  special  education  services 
under  IDEA  2004  at  two  years,  nine 
months,  and  the  military  is  transfer¬ 
ring  the  family  closer  to  a  major 
medical  facility  for  appropriate  med¬ 
ical  services,  there  can  be  a  recom¬ 
mendation  that  the  family  wait  until 
arriving  at  their  new  duty  station  to 
begin  the  formal  evaluation  process. 
The  reason  for  this  is  that  the  assess¬ 
ment  process  to  qualify  for  an  IFSP 
can  take  up  to  45  days.  The  transition 

continued  on  page  92 
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continued  from  page  91 

piece  from  Part  C  to  Part  B  is  estimat- 
ed  to  take  six  months,  but  it  needs  to 
be  done  by  the  third  birthday.  Since 
the  timelines  for  evaluation  varies, 
the  school  district  or  medical  person¬ 
nel  encourage  the  parent  to  wait  for 
an  lEP  or  the  transition  piece  from 
the  IFSP  until  they  arrive  at  their  new 
duty  station.  Once  the  family  arrives, 
the  IFSP  will  not  give  them  the  pro¬ 
tections  of  FAPF,  and  the  new  school 
district  does  not  need  to  place  the 
child  or  provide  the  child  with  spe¬ 
cial  education  and  related  services 
during  the  transition  process.  If  the 
child  does  not  have  an  IFSP,  the  par¬ 
ents  will  need  to  start  the  assessment 
process  for  the  IFP,  which  can  take 
up  to  60  days  (unless  a  state  has 
already  established  timelines  for 


evaluation).  TRICARF  has  no  require¬ 
ment  to  provide  educationally  neces¬ 
sary  related  services  when  a  child  is 
of  age  to  attend  either  preschool  or 
special  education  services  for  ages 
six  through  21 .  This  is  where  the  gap 
can  come  into  play.  Waiting  to  start 
the  process  can  delay  access  to  the 
needed  services.  Therefore,  if  at  all 
possible,  it  is  important  to  go  through 
the  evaluation  process  and  acquire 
the  IFP  because  even  if  the  assess¬ 
ment  is  weak,  it  qualifies  your  child 
for  placement  and  related  services 
under  Part  B  until  the  new  school  dis¬ 
trict  has  completed  their  evaluations 
and  developed  the  new  IFP. 

If  you  are  facing  a  PCS  move  and  your 
child  is  approaching  the  magic  transi¬ 
tion  age  of  three,  begin  now  to  work 
with  your  early  intervention  personnel 


and  the  local  school  district  to  establish 
eligibility.  When  blending  a  transfer  of 
duty  stations  with  the  transition  piece 
from  IDFA  2004,  the  more  you  know, 
the  better.  The  more  preparation  you 
can  do,  the  smoother  the  transition  will 
be.  Time  is  essential  and  a  major  move 
can  be  intense,  without  adding  the 
stress  of  a  gap  in  special  education  and 
related  services  for  your  child  with  spe¬ 
cial  needs.  For  further  guidance  on  tran¬ 
sitioning  during  a  transfer,  call  your 
local  STOMP  office  for  details. 


Chris  Bastian  is  the  West  Coast  Regional 
Coordinator  for  Specialized  Training  of  Military 
Parents  (STOMP).  Her  husband  recently  retired 
after  27  years  of  service  with  the  Marine  Corps. 
They  have  two  grown  children.  Their  oldest  child 
has  special  needs.  Contact  information:  (951)  609- 
3456  or  cbastian@washingtonpave.com.  Web 
site:  http://vvww.stompproject.org. 


EP  Military  Channel  News 

Readers  can  access  important  information  regarding  Department  of  Defense 
News,  Department  of  Veterans  Affairs  news,  and  TRICARE  by  visiting  the 
Military  Channel  on  the  EP  Web  site.  Information  includes  news  releases, 
reports,  and  other  relevant  items.  Visit: 
http://www.eparent.com/main_channels_military/index.asp. 


Check  out  these  new  items  currently  on  the  site 


VA  Requests  $94  Million 

The  Secretary  of  the  Department  of 
Veterans'  Affairs  announced  that  $94 
billion  was  requested  in  the  2009 
federal  budget  to  provide  the  highest 
quality  care  for  the  VA's  highest  pri¬ 
ority  patients  -  the  veterans  of  the 
Global  War  on  Terror. 


Military  Web  Links 

This  article  provides  vital  Web  links 
to  Department  of  Defense  programs 
like  the  Exceptional  Family  Member 
and  Wounded  Warrior  programs.  It 
includes  Web  links  to  governmental 
and  family  oriented  organizations. 


Read  more  at 


http://www.eparent.com/main_channels_military/index.asp 
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The  Doyle  Family: 
MSgt.  Buck  Doyle, 
Halle ,  Kyla,  and 
Kate 


A  Miliuiry  Family’s  Experience 

with  Autism 


By  Kyla  Doyle 


Editor’s  Note:  Kyla  Doyle  is  a  military  wife,  mother,  and  advocate  for  her  daughter  with 
AUTISM.  In  this  article,  Kyla  openly  and  honestly  relates  the  struggles  and  triumphs  that 

HER  FAMILY  HAS  EXPERIENCED  IN  SECURING  SERVICES  FOR  HER  DAUGHTER,  MRS,  DOYLE  ENCOMPASSES 
SOME  OF  THE  BEST  QUALITIES  OF  A  PARENT  ADVOCATE — FORTITUDE,  RESILIENCE,  A  POSITIVE  ATTITUDE, 
AND  A  DOGGED  DETERMINATION.  AN  EP  STAFF  MEMBER  RECENTLY  MET  MRS.  DOYLE  AND  HER  HUSBAND, 

MSgt.  Buck  Doyle  at  Camp  Pendleton,  where  MSgt.  Doyle  served  as  a  speaker  at  an  on-base 
Autism  Conference  that  drew  policy  makers,  senior  executives,  military  and  civilian  health 
CARE  providers  AND  SUPPORT  PERSONNEL,  OTHER  NAVY  AND  MARINE  CORPS  LEADERS,  TRICARE 
Regional  Office  West  Staff,  TriWest  Staff,  education  community  representatives  and  other 

MILITARY  FAMILY  MEMBERS.  EP  PRESENTS  THIS  PARENT-AUTHORED  ARTICLE  AS  A  WAY  OF  BRINGING  THE 
CHALLENGES  FACED  BY  MILITARY  FAMILIES  TO  THE  FORE  AS  PART  OF  THE  SHARED,  MUTUAL  GOALS  EP  HAS 
WITH  THE  U.S.  MILITARY  IN  IMPROVING  THE  LIVES  OF  CHILDREN  WITH  SPECIAL  NEEDS. 


I  am  writing  in  the  hopes 

that  by  sharing  our  family’s  experi¬ 
ence—  that  of  a  military  family  with 
a  young  child  diagnosed  with 
autism— 1  might  shed  some  light  on 
the  unique  difficulties  faced  by  serv¬ 
ice  members  and  their  families  who 
find  themselves  literally  fighting  on 


two  fronts.  One  spouse  is  engaged  in 
multiple  deployments  to  support  our 
country’s  efforts  in  Iraq,  and  the 
other  is  at  home  fighting  the  daily 
battle  to  acquire  and  maintain  mini¬ 
mal  therapy  and  services  for  a  child 
whose  Immediate  and  future  inde¬ 
pendence,  safety,  and  quality  of  life 
depend  on  it. 


My  husband,  MSgt.  (Master 
Sergeant)  Buck  Doyle— a  Marine  with 
over  1 9  years  of  service,  three  tours  to 
Iraq,  and  an  enemy  sniper’s  bullet  still 
lodged  in  his  thigh— often  jokes  that  it 
is  his  wife  who  should  be  earning 
combat  pay  since,  at  least  for  all  of  the 
battles  he  faces,  he  has  been  highly 
trained  and  properly  equipped.  I 
found  myself  largely  unprepared,  and 
certainly  unequipped  almost  three 
years  ago  when  our  daughter  was 
diagnosed  with  autism  just  after  her 
second  birthday.  We  were  even  more 


MSgt.  Doyle  conducting  counter- 
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unprepared  to  find  that  those  who  we 
assumed  were  our  allies— the  local 
school  district  and  regional  center, 
even  the  military  healthcare  system— 
would  present  us  with  the  greatest 
challenges  to  our  daughter’s  needed 
intervention, 

Kate 

In  April  2003,  during  my  husband’s 
first  tour  in  Iraq,  I  gave  birth  to  Kate, 
our  second  daughter,  whom  Buck 
greeted  via  satellite  phone  from 
somewhere  on  the  outskirts  of 
Baghdad.  Kate  was  a  beautiful,  quiet 
toddler  who  sat,  crawled,  and  walked 
earlier  than  most.  At  a  year  old,  we 
began  to  notice  that  Kate  was  not 
talking— in  fact,  she  was  not  even 
babbling  and  didn’t  seem  to  be  inter¬ 
ested  in  communicating  verbally.  She 
would  keep  herself  busy  by  spinning 
in  circles,  stacking  or  lining  up  blocks, 
or  staring  for  long  periods  at  her  own 
wiggling  fingers,  quietly  bobbing  her 
head  to  a  tune  only  she  seemed  to 
hear.  By  1 8  months,  Kate  had  become 
even  more  solitary.  We  began  to 
notice  that  Kate  rarely  made  eye  con¬ 
tact  and  would  not  respond  when  we 
called  her  by  name— soft,  loud,  near, 
far— not  even  a  glance  in  our  direc¬ 
tion.  We  took  her  to  an  audiologist  to 
have  her  hearing  checked.  “Her  hear¬ 


ing  is  normal,”  they  said.  Then  came 
the  speech  pathologist,  the  develop¬ 
mental  pediatrician,  and  a  host  of 
others.  When  the  diagnosis  of  autism 
came,  it  explained  a  lot,  but  also  led 
us  to  the  research  that  told  us  that  we 
needed  to  get  our  daughter  help— and 
that  time  was  of  the  essence. 

Finding  Help -Delays, 
Desperatien,andHepe 

In  April  of  2005,  we  were  referred  by 
a  military  speech  language  patholo¬ 
gist  to  the  San  Diego  Regional  Center, 
the  local  agency  responsible  for  the 
implementation  of  the  California 
Early  Start  Program  for  infants  and 
toddlers  with  developmental  delays 
from  birth  to  age  three.  Soon  after 
Kate’s  autism  diagnosis,  we  also  com¬ 
pleted  our  application  for  the  mili¬ 
tary’s  Program  for  Persons  With 
Disabilities  (PPWD).  We  were  hopeful 
that  with  the  help  of  these  agencies 
and  programs,  coupled  with  an  early 
diagnosis,  Kate  might  have  an  even 
better  chance  of  improving  her  prog¬ 
nosis  through  effective,  intensive 
early  intervention.  We  had  no  idea  at 
the  time  that  the  services  that  were 
supposed  to  be  provided  by 
California’s  Early  Start  program  in 
the  name  of  early  intervention  would 
take  months  to  begin.  In  spite  of 
numerous  phone  calls,  it  was  not 
until  August  that  a  Regional  Center 
psychologist  would  first  see  Kate  and 
September— over  four  months  since 
contacting  the  agency— before  Kate 
would  finally  receive  applied  behav¬ 
ior  analysis  (ABA)  services.  In  the 
months  following  Kate’s  diagnosis, 
we  had  learned  that  this  research- 
based  intervention  would  give  our 
daughter  the  best  chance  at  reclaim¬ 
ing  the  skills  and  language  that  she 
had  so  far  not  been  able  to  develop 
because  of  her  disorder. 

During  that  summer,  as  we  waited 
for  Regional  Center  and  military  serv¬ 
ices  to  begin,  I  desperately  searched 


Kate  works  with 
her  ABA  supervisor, 
Jessica,  at  preschool 
where  she  ^ 
has  been  fully .. 
mainstreamed  *  ^ 

with  a  support  k  ^ 
aide  since  ._-Ti  ^ 
age  three.  \ 


the  Internet  and  scoured  the  library  for 
something,  somebody  who  could 
help  our  daughter.  I  came  across  the 
Web  site  for  the  Brent  Woodall 
Eoundation  for  Exceptional  Children 
(http://www,woodallkids.org),  and  I 
was  struck  first  by  its  namesake, 
then  by  its  mission.  Coincidentally, 
Brent  Woodall  had  been  a  college 
classmate  of  mine  at  University  of 
California  Berkeley  and  who,  tragical¬ 
ly,  was  killed  during  the  attacks  of  9-11 
on  the  World  Trade  Center.  His  widow, 
Tracy,  started  the  foundation  in  his 
name  to  continue  and  expand  her 
work  helping  families  with  young  chil¬ 
dren  who  could  benefit  from  applied 
behavior  analysis.  Tracy’s  assistance 
was  immediate!  Just  three  days  after 
we  contacted  her,  Kate  and  I  were  on  a 
plane  to  Dallas,  Texas,  where  Kate 
would  receive  almost  a  week  of  evalu¬ 
ation  and  intensive  intervention,  and  I 
would  receive  training  in  the  princi¬ 
ples  of  ABA,  the  Picture  Exchange 
Communication  System,  Pivotal  Res¬ 
ponse  Training,  and  the  start  of  a 
home  program  for  Kate  that  I  could 
begin  implementing  as  soon  as  we 
returned.  During  our  stay,  Kate  spoke 
her  first  functional  word— Cheetos— her 
favorite  food.  The  most  important  thing 
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we  received  that  week  with  Tracy,  how¬ 
ever,  was  hope  for  our  daughter’s  future. 

More  Hurdles,  More  Delays 

Shortly  after  returning  from  Texas,  I 
was  thrilled  to  learn  about  TRlCAFtE’s 
new  Extended  Health  Care  Option 
(ECHO)  program,  which  would  soon 
take  the  place  of  the  PPWD  program. 
Its  higher  benefit  cap  and  coverage 
of  ABA  therapy  seemed  to  be  the 
answer  that  we  were  searching  for,  in 
terms  of  getting  the  additional  hours 
of  ABA  that  Kate  needed.  We  found 
the  authorization  and  implementa¬ 
tion  of  her  therapy  benefits  to  be  a 
series  of  hurdles  and  dead  ends. 
From  August  to  December  of  2005, 
with  my  husband  again  deployed,  1 
called  and  e-mailed  TriWest  supervi¬ 
sors,  trying  to  find  out  the  status  of 
our  daughter’s  authorization.  With 
no  follow-up,  1,  in  desperation,  called 
Camp  Pendleton’s  Exceptional 
Family  Member  Program  (EFMP) 
Coordinator  to  explain  our  difficul¬ 
ties  and  found  myself  weeping  over 
the  phone  in  frustration.  She  was  the 
first  person  to  listen.  The  next  day  1 
received  a  phone  call  from  a  no-non¬ 
sense-sounding  Staff  Sergeant  from 
Marine  Corps  Headquarters  in 
Washington  D.C.  He  assured  me  that 
he  would  be  in  contact  with  TriWest 
and  would  “solve  the  problem.” 
Kate’s  authorization  was  processed 
within  the  next  week. 

Authorization  was  just  the  first 
hurdle,  I  found  -  the  implementation 
of  these  benefits  required  that  1  find 
a  Board  Certified  Behavior  Analyst 
(BCBA)  to  provide  one-to-one  servic¬ 
es.  When  I  inquired  with  our  TriWest 
case  manager,  she  was  unable  to  give 
me  a  name  or  agency  in  my  area  that 
had  TRlCARE-authorized  personnel 
to  provide  ABA  therapy.  I  quickly 
found  that  of  the  few  BCBAs  in  our 
area,  many  were  professors, 
researchers,  or  in  supervisory  posi¬ 
tions,  which  were  not  conducive  to 


the  hands-on,  one-to-one  delivery  of 
ABA  that  TRICARE  required.  After  all 
our  work  getting  Kate  authorized,  it 
looked  like  there  would  be  no  one  to 
actually  deliver  the  services  for 
which  she  was  authorized.  Finally, 
we  were  able  to  convince  the  ABA 
agency  that  was  delivering  the  few 
hours  we  had  funded  by  the  San 
Diego  Regional  Center  to  also 
become  a  TRICARE  provider.  After 
going  through  the  paperwork 
process,  they  sent  their  Regional 
Director,  a  BCBA  who  supervised  and 
trained  the  program  supervisors  in 
the  area,  to  do  five  to  seven  hours  per 
week  of  one-to-one  ABA  with  fCate. 
By  the  time  Kate  was  able  to  begin 
using  any  of  her  TRICARE-funded 
ABA  benefit  in  January  of  2006, 
almost  seven  months  had  passed 
since  her  initial  autism  diagnosis. 

Still,  even  combining  the  fee-capped 
ECHO  benefit  with  Kate’s  Regional 
Center  services,  the  number  of  hours 
of  therapy  she  was  receiving  fell  far 
short  of  the  25'hourS'per-week  mini¬ 
mum  recommended  by  the  National 
Research  Council,  and  even  further 
from  the  40  hours  shown  effective  by 


widely  accepted  research  for  a  child 
her  age.  I  did  my  best  to  make  up  the 
shortfall  by  providing  hours  myself.  I 
went  to  every  parent  training  I  could 
find  and  even  enrolled  in  a  year-long 
graduate  program  through 
Pennsylvania  State  University  that  I 
was  able  to  do  almost  entirely  online 
(http://www.worldcampus.psu.edu/Ap 
pliedBehaviorAnalysis.shtml).  I  would 
eventually  earn  a  Graduate  Certificate 
in  Applied  Behavior  Analysis  for 
Special  Education  and  will  continue  to 
work  toward  a  Master’s  Degree  in 
Special  Education.  Still,  the  additional 
challenges  of  my  husband’s  frequent 
deployments  and  my  day-to-day  par¬ 
enting  responsibilities  made  it  difficult 
to  keep  up.  Because  we  had  not  been 
able  to  access  ABA  services  at  first,  we 
were  not  qualified  for  the  ECHO 
respite  benefit  as  a  result,  so  there  was 
rarely  a  break  from  the  kids  or  our 
daily  schedule.  The  pace  of  Buck’s 
operations  in  Iraq  had  increased,  mak¬ 
ing  our  communication  less  frequent 
than  in  previous  deployments.  There 
were  times  when  I  didn’t  hear  from 
him  for  a  couple  weeks.  Even  then  I 
chose  not  to  use  those  precious 
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moments  of  conversation  to  complain 
or  to  vent,  when  I  knew  that  what  he 
needed  to  hear  was  that  we  were  o.k,, 
so  that  he  could  continue  to  focus  on 
his  mission  and  keep  himself  safe.  The 
day  that  I  emailed  Buck  a  video  of 
Kate’s  progress  in  her  therapy  session, 
he  called  me  on  the  satellite  phone, 
practically  in  tears.  It  was  the  first  time 
he  had  ever  heard  Kate’s  voice  in  con- 
versation  with  another  human  being. 
He  begged  me  to  send  more  video;  he 
knew  he  was  missing  his  little  girl’s 
transformation  with  each  passing  day. 

School  District  -  “When  Are  You  Leaving?” 

With  my  husband  still  deployed,  my 
first  encounter  with  the  Solana  Beach 
School  District,  a  small  but  affluent 
district  in  North  San  Diego  County, 
was  a  conversation  with  the  adminis¬ 
trator  in  charge  of  Special  Education. 
“When  will  you  be  leaving?”  was  her 
first  question.  Sensing  my  confusion, 
she  attempted  to  clarify  by  saying,  “I 
mean,  I  heard  your  husband  is  in  the 
military  -  how  long  until  he  goes  to 
his  next  duty  station?  I  know  how 


military  families  are.”  We  had  not  yet 
heard  the  stories  about  districts  who, 
when  dealing  with  military  families, 
offered  minimal  or  wholly  inappro¬ 
priate  services  in  order  to  “wait  them 
out,”  forcing  families  to  decide 
whether  to  just  accept  inadequate 
services  and  placement  or  fight  the 
district  through  the  due  process  sys¬ 
tem-something  that  would  take 
both  an  emotional  and  financial  toll 
on  families  who  had  little  to  spare  in 
either  category.  Often,  by  the  time 
relief  is  found  and  services  are  won, 
families  are  called  to  the  next  duty 
station,  where  the  fight  for  services 
begins  anew.  In  California’s  broken 
due  process  system,  parents  spend 
upwards  of  $25,000  to  go  to  hearing 
and  fully  prevail  less  than  ten  percent 
of  the  time.  During  Kate’s  Initial 
Individualized  Education  Program 
(lEP)  session,  the  district  refused  to 
disclose  any  information  on  the 
training  or  qualifications  of  their  staff 
and  offered  Kate  a  placement  in  a 
Severely  Handicapped  Special  Day 
Class  where  Kate  would  be  the  only 


child  with  the  ability  to  use  language 
without  adult  prompting.  When  we 
voiced  our  concerns,  we  were 
abruptly  told  that  we  needed  to 
“learn  to  separate”  from  our  daugh¬ 
ter— that  we  ought  to  trust  them  as 
they  were  the  “experts.”  We  were 
convinced,  and  her  current  program 
providers  agreed,  that  what  Kate 
needed  in  order  to  continue  her 
progress  was  access  to  peers  who 
were  appropriate  language  and  social 
models  and  continued  one-to-one 
ABA  instruction  and  support  by  qual¬ 
ified  personnel.  So,  in  spite  of  the 
expense  and  because  of  the  odds  of 
prevailing  in  a  legal  fight  with  the  dis¬ 
trict,  we  ended  up  placing  Kate  in  a 
local  preschool  and  settling  on  serv¬ 
ices  after  battling  with  the  district  for 
several  months. 

By  Kate’s  fourth  birthday,  my  hus¬ 
band  had  returned  home  and  left 
again— his  third  Iraq  deployment  in 
her  four  years  of  life.  By  Kate’s  sec¬ 
ond  annual  lEP,  she  had  been  making 
remarkable  progress  in  her  language 
and  social  skills,  was  fully  main¬ 
streamed  with  an  aide  in  a  typical 
preschool  class,  and  was  receiving 
ABA  instruction  at  home  after  school. 
Our  little  girl  who  was  once  consid¬ 
ered  non-verbal,  with  a  severe  diag¬ 
nosis,  was  now  getting  invitations  to 
birthday  parties  and  going  on  play 
dates  with  a  couple  of  her  classmates 
she  now  considered  “friends.”  In 
spite  of  the  progress,  the  district  once 
again  offered  a  placement  that 
included  putting  Kate  in  their 
Severely  Handicapped  Special  Day 
Class  and  refused  to  give  us  any 
information  on  the  qualifications  of 
their  staff.  When  the  district  refused 
mediation  and  our  letters  of  concern 
to  both  the  Superintendent  and  the 
School  Board  were  ignored,  we  made 
the  difficult  decision  to  continue  on 
to  a  due  process  hearing,  finding 
expert  witnesses  and  preparing  for 
what  would  be  an  11 -day  administra- 
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tive  hearing. 

Finally,  six  months  after  filing  and 
halfway  through  the  school  year,  the 
judge  ruled  that  the  district  had  denied 
Kate  a  Free  Appropriate  Public 
Education  (FAPE).  In  the  meantime,  for 
the  two  years  since  Kate’s  autism  diag- 
nosls,  our  family  had  been  living  in  the 
small  upstairs  of  my  parents’  home  in 
order  to  afford  the  thousands  of  dollars 
for  extra  ABA  therapy  during  service 
fluctuations  and  gaps,  in  addition  to 
legal  costs  and  expert  fees.  We  were 
relieved  and  happy  to  finally  be  vindi' 
cated  but  continued  to  be  frustrated  at 
the  obstacles  to  appropriate  treatment 
faced  by  our  family  and  others  like 
ours— wondering  how  many  others 
were  losing  the  battle  for  their  children. 

Wounded  Warrior 

As  the  battle  for  appropriate  services 
was  just  beginning  on  the  home 
front.  Buck  was  battling  insurgents  in 
Iraq.  In  May  of  2007,  I  received  a 
phone  call  from  a  hospital  in 
Fallujah,  Iraq.  My  husband  had  been 
shot  twice  by  an  enemy  sniper  as  he 
tried  to  pull  a  wounded  Marine  to 
safety  after  they  came  under  fire. 
While  I  was  grateful  that  he  was  alive 
and  would  be  coming  home,  I  knew 
there  would  be  a  long  road  ahead. 
For  the  next  six  weeks,  he  would  be 
moved  from  the  hospital  in  Fallujah 
to  Baghdad,  then  to  Landstuhl, 
Germany,  and  finally  to  the  Naval 
Medical  Center  in  San  Diego 
(NMCSD),  undergoing  multiple  sur- 
geries  in  order  to  save  his  left  arm.  At 
one  point,  he  was  sent  home,  but  it 
was  only  a  few  days  before  he  deveh 
oped  a  severe  infection  requiring 
more  surgery  and  specialized  care 
back  at  NMCSD. 

Juggling  therapy  sessions,  school, 
kids,  and  lEP  meetings,  I  managed  to 
make  daily  visits  to  the  hospital, 
often  taking  the  girls  along  with  me.  I 
would  place  a  blanket  on  the  floor  of 
his  room  where  they  could  play 


while  I  sat  at  his  bedside,  catching  a 
conversation  here  and  there  between 
his  heavy  doses  of  pain  medication. 
Nerve  damage  in  Buck’s  arm,  while 
healing  slowly,  had  left  him  unable  to 
feel  or  use  his  lower  arm  and  hand. 
Skin  and  bone  grafts  left  him  some- 
what  disfigured  but  still  with  a  hope- 
ful  prognosis. 

We  found  it  difficult  at  times  to 
explain  Buck’s  injuries  to  Kate,  who 
was  adjusting  to  all  of  the  changes  in 
her  schedule  and  environment.  Fler 
sister,  Flalle,  was  missing  soccer  prac¬ 
tices  and  other  activities  because  I 
simply  could  not  be  that  many  places 
at  once.  After  being  released  from  the 
hospital.  Buck  continued  to  receive 
intensive  therapy  while  I  worked  to 
prepare  for  our  due  process  hearing 
and  keep  Kate’s  program  on  track. 

Buck  would  eventually  be  awarded 
the  Purple  Heart  and  the  Bronze  Star, 
with  a  “V”  for  Valor  for  his  actions, 
and  is  back  on  full  duty,  having  reen¬ 
listed  for  another  four  years.  While 
some  might  question  why,  after  all  of 
these  challenges,  Buck  wouldn’t  just 
pack  up  and  retire  this  year— get  a 
nine-to-five  job  where  the  biggest  risk 
involved  is  driving  the  morning  com¬ 
mute— you’d  have  to  know  a  Recon 
(Reconnaissance)  Marine  to  under¬ 
stand.  He  has  been  known  to  say,  that 
while  “other  people  have  jobs,”  he 
has  “a  duty  and  obligation  to  serve.” 
Being  in  the  service  of  his  country  is 
something  that  neither  he,  nor  our 
family,  have  ever  taken  lightly.  In  fact, 
we  consider  it  an  honor.  In  his  mind, 
there  is  still  a  job  to  do  and  as  long  as 
he  is  physically  and  mentally  able, 
who  better  to  do  it  than  him?  Which 
brings  me  to  my  final  point. 

If  Not  Me,  Then  Whop -Turning 
Adversity  into  Advocacy 

I  share  the  story  of  Kate  and  our  fam¬ 
ily’s  journey  thus  far  not  to  evoke 
sympathy,  but  rather  to  bring  those 
who  read  it  to  question  the  current 


state  of  affairs  as  it  pertains  to  autism 
diagnosis  and  treatment,  particularly 
for  military  families  who  are  already 
asked  to  sacrifice  and  adjust  more 
than  most.  I  would  also  hope  to  share 
some  of  the  most  important  lessons 
we  have  learned  along  the  way  with 
families  who  are  facing  similar  situa¬ 
tions.  At  the  outset  of  this  journey,  I 
quickly  realized  that  the  systems  and 
bureaucracies  in  place,  that  are  sup¬ 
posed  to  be  serving  our  children,  are 
often  failing.  Still,  as  Kate’s  mother,  I 
also  had  to  ask  myself,  “If  not  me, 
then  who?”  If  I  was  not  willing  to 
stand  up  for  my  child  who  could  not 
speak  for  herself,  how  could  I  expect 
others  to  do  so?  If  I  was  not  willing  to 
make  sacrifices  in  order  to  give  fCate 
the  best  chance  at  an  independent 
future,  how  could  I  expect  others  to 
do  the  same?  Each  time  I  was  met  by 
obstacles  or  adversity,  instead  of 
allowing  myself  to  feel  overwhelmed 
or  victimized,  I  had  to  turn  my  anger, 
my  worry,  my  passion,  and  my  disil¬ 
lusionment  into  action.  When  I  real¬ 
ized  that  the  only  power  I  had  in  this 
process  was  my  ability  to  educate 
myself  and  advocate  for  my  daughter, 
I  put  all  of  my  energy  into  that  pur¬ 
pose.  While  every  child  and  every 
family  is  different,  I  would  pass  along 
the  following  advice  to  parents: 

•  Educate  yourself  in  your  child’s 
diagnosis,  treatment,  local  resources, 
and  the  laws  that  govern  their  educa¬ 
tion  and  services.  You  are  already  an 
“expert”  on  your  own  child— you  are 
with  your  child  for  most  of  his  or  her 
waking  hours  and  have  valuable 
insight  into  their  strengths,  weakness¬ 
es,  personality,  and  needs.  Do  not 
underestimate  the  importance  of  your 
input  as  a  member  of  their  educational 
and  medical  team.  By  learning  about 
your  child’s  disability,  and  your  child’s 
rights  as  an  individual  to  be  educated 
and  treated  in  an  appropriate,  digni¬ 
fied,  and  inclusive  manner,  you 
become  their  best  and  most  important 
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advocate.  As  the  child’s  parent,  you  are 
often  the  only  person  in  the  room  with 
a  vested  interest  in  his  or  her  long-term 
progress  and  independence. 

•  Network  with  other  families  with 
similar  experiences.  After  the  first  year 
of  struggling  through  the  education 
system,  1  was  surprised  that  there  were 
no  local  support  groups  for  parents  of 
children  with  disabilities.  I  started 
Solana  Beach  Special  Parents  with  a 
few  other  parents  in  my  area,  and  it 
has  since  grown  to  include  parents 
from  six  other  surrounding  districts— 
all  who  have  similar  experiences  and 
are  able  to  network  and  support  one 
another  at  our  monthly  meetings.  We 
have  been  able  to  host  guest  speakers 
on  inclusion,  lEPs,  and  other  topics 
that  are  of  interest,  but  most  impor¬ 
tantly  provide  a  source  of  friendship, 
inspiration,  and  education  for  parents 
who  might  otherwise  feel  isolated.  We 
reach  out  to  others  in  order  to  share 
ideas  as  well  as  each  other’s  burdens. 

•  Focus  on  your  family.  Military  fami¬ 
lies  have  much  to  contend  with  in 
terms  of  family  stress,  particularly  with 
multiple  wartime  deployments  and  fre¬ 
quent  relocations.  Add  to  that  the  finan¬ 
cial  and  emotional  stress  of  a  child  with 
autism,  and  it  is  understandable  why  so 
many  of  our  families  find  themselves  in 
crisis.  1  consider  myself  blessed  to  have 
such  a  strong  relationship  with  my  hus¬ 
band.  1  always  say  that  when  you  have 
a  husband  who  gets  shot  at  for  a  living, 
you  begin  to  realize  that  the  dirty  socks 
on  the  floor  aren’t  that  big  a  deal.  We 
have  long  ago  decided  that  letting  the 
little  things  get  between  us  is  a  waste  of 
the  very  little  time  we  have  with  one 
another,  so  we  have  learned  to  cherish 
it  instead.  The  same  goes  for  our  chil¬ 
dren.  While  our  efforts  to  help  Kate  to 
progress  and  to  learn  can  be  intense  at 
times,  we  love  our  children  and  enjoy 
them  for  who  they  are  today  and 
want  to  help  them  to  be  all  they  were 
meant  to  be  tomorrow.  Our  family 
continues  to  be  centered  around  our 


faith,  which  reminds  us  that  what  we 
are  trying  to  accomplish  for  our  chil¬ 
dren  is  not  for  them  to  get  to  Harvard 
one  day,  but  to  teach  them  how  to 
lead  joyful,  satisfying  lives. 

•  Take  care  of  yourself  so  that  you  can 
take  care  of  others.  All  right,  so  I  haven’t 
got  this  one  quite  mastered—  I’m  usual¬ 
ly  the  last  one  to  get  to  the  dentist  and 
will  often  sacrifice  my  rest  or  free  time 
in  order  to  accommodate  other  people’s 
schedules.  But  1  have  found  that  1  am  a 
much  better  mom,  wife,  and  advocate 
for  my  daughter  when  I  take  the  time  to 
do  things  that  1  enjoy  occasionally.  It  is 
important  that  we  do  not  lose  our  own 
personal  identity  to  our  child’s  disability. 
If  you  like  to  sew  or  paint,  schedule  time 
to  do  it.  Do  your  best  to  find  respite  care 
or  support  from  family  members  so  that 
you  can  have  a  date  with  your  spouse  or 
can  get  your  hair  colored  at  a  salon, 
instead  of  out  of  a  box.  Trust  me,  it 
makes  a  difference. 

•  Take  action.  1  have  found  that  turning 
adversity  into  advocacy  is  all  about  being 
willing  to  act  where  others  may  not. 
When  we  realized  that  Kate  and  other 
children  were  suffering  from  service  gaps 
at  the  age  three  transition  from  Early  Start 
to  the  schools,  we  lobbied  for  legislation 
at  the  State  Capitol  that  would  help  ease 
this  burden  for  families.  Laws  like  the 
Individuals  With  Disabilities  Education 
Act  (IDEA)  and  the  current  changes  in 
the  military  healthcare  system’s  treat¬ 


ment  of  autism  originated  with  families 
of  children  with  disabilities  who 
demanded  change  and  better  treatment 
for  them.  Certainly,  not  everyone  has 
the  time  or  the  energy  to  lobby 
Congress,  let  alone  the  local  school 
board,  but  recognize  that  there  are 
moments  when  we  must  ask  ourselves, 
“If  not  me,  then  who?”  Taking  action  is 
one  way  to  empower  yourself  and  to 
effect  change  in  the  systems  and  organi¬ 
zations  that  affect  the  lives  of  our  children. 

These  days,  Kate  continues  to  make 
progress— her  program  is  still  cobbled 
together  with  three  sources  of  fund¬ 
ing,  we  still  struggle  with  the  school  to 
implement  her  lEP,  and  we  still  work 
to  improve  the  military  healthcare 
system’s  coverage  of  autism  services. 
We  also  realize  that  while  Kate’s  won¬ 
derful  progress  is  probably  the  excep¬ 
tion,  our  journey  and  struggle  to 
obtain  services  is  all  too  common. 
There  is  much  to  be  done  in  order  to 
ease  some  of  the  burden  of  our  mili¬ 
tary  families  who  are  raising  children 
with  autism.  We  also  believe  that 
while  adversity  can  pull  families 
apart,  it  can  also  be  the  glue  that  binds 
them.  Our  experiences  these  past  few 
years  have  changed  our  priorities  as  a 
family  and  made  us  appreciate  one 
another  more.  I  have  learned  much 
about  myself  and  my  capacity  to  over¬ 
come  obstacles.  Our  older  daughter, 
Halle,  has  become  a  compassionate, 
mature,  and  responsible  child  who 
will  no  doubt  credit  her  sister  for 
teaching  her  many  life  lessons.  We  are 
grateful  for  all  of  these  things.  We 
can’t  help  but  hope,  however,  that  for 
the  next  military  family  with  a  child 
with  autism,  the  journey  won’t  be  as 
hard.  It  doesn’t  need  to  be.  • 


Kyla  Doyle  is  the  wife  of  U.S.  Marine  Corps 
MSgt.  (Master  Sergeant)  Buck  Doyle.  They  have 
two  children.  Kyla  Doyle  has  a  Bachelor  of  Arts 
degree  in  Political  Science  and  a  Graduate 
Certificate  in  Applied  Behavior  Analysis.  She  is 
pursuing  a  Master's  degree  in  Special  Education, 
with  an  emphasis  in  Autism  Spectrum  Disorders. 
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Scieniifically  Based  ^1 
Research  in  Special  Educatien 

Hew  Does  It  Apply  to  My  Military  ChildP 


By  Adriana  Martinez 

In  die  2004  publicaflon 

of  the  Individuals  with  Disabilities  Education 
Act  (IDEA),  several  changes  that  align  this 
law  with  the  No  Child  Left  Behind  Act  of 
2001  (NCLB),  also  known  as  the  Elementary 
and  Secondary  Education  Act  (ESEA), 
occurred.  One  of  the  major  provisions  of 
both  the  IDEA  and  NCLB  is  that  teachers 
must  use  scientifically  based  research  and 
best  practices  when  instructing  students. 

So  what  does  all  this  mean  for  the  child, 
especially  the  military  child,  in  the  special 
education  classroom?  Parents  may  ask  why 
scientifically  based  research  and  best  prac¬ 
tices  are  something  to  be  concerned  about. 
When  using  scientifically  based  research, 
the  strategies  included  in  the  curriculum 
have  been  proven  to  be  effective  by  methods 
that  look  at  the  results  in  a  variety  of  ways. 
For  military  or  mobile  students,  such  prac¬ 
tices  are  important  because  parents  need  to 
know  that  not  all  research  is  the  same.  What 
may  be  a  best  practice  in  one  state  may  not 
necessarily  be  used  in  another  state.  A  stu¬ 
dent  may  be  meeting  his  or  her  goals  in  one 
school  while  using  such  practices,  then 
move  due  to  their  family  servicemember’s 
Permanent  Change  of  Station  (PCS).  Having 
the  knowledge  of  best  practices  can  assist 
families  in  taking  this  information  with 
them  to  their  next  school  so  that  their  child 
can  continue  to  achieve  success,  regardless 
of  their  location.  Prior  to  the  reauthorization 
of  the  IDEA  and  NCLB,  teachers  and  others 
developed  curriculum  they  felt  worked  but 
that  sometimes  has  subsequently  been 
proven  not  to  address  the  needs  of  all  chil¬ 
dren  in  the  same  way. 


For  this  reason,  Congress  stressed  the 
need  for  students  to  be  taught  using  strate¬ 
gies  that  have  been  proven  effective  by 
valid  research.  Valid  research  follows  a 
standard  scientific  process  and  contains 
specific  elements.  The  research  must  be: 

1)  Independent 

2)  Quantitative 

3)  Qualitative 

4)  Of  Adequate  Sample  Size 

5)  Controlled  for  Variables 

6)  Able  to  Be  Replicated 

7)  Subject  to  Peer  Review 

Independent  or  third-party  research: 

The  individuals  conducting  the  study 
should  have  nothing  to  gain  or  lose  based 
on  the  results  of  the  study.  Quantitative 
research:  The  data  gathered  is  quantifiable 
— i.e.,  it  can  be  objectively  measured, 
reflecting  observable  fact  versus  opinion. 
Qualitative  research:  The  researcher  col¬ 
lects  opinions,  descriptions,  and  informa¬ 
tion  from  the  people  exposed  to  a  particular 
product,  treatment,  technique,  etc. 

The  number  of  people  or  items  involved  in 
a  study  is  known  as  the  sample  size.  In  quan¬ 
titative  research,  many  samples  should  be 
tested.  Samples  should  be  selected  at  random, 
meaning  the  researcher  does  not  specifically 
select  the  subjects  but  randomly  selects  them. 
In  qualitative  research,  a  large  number  of  sub¬ 
jects  should  be  exposed  to  the  same  product 
or  treatment.  As  parents,  we  know  that  many 
things  can  vary  and  affect  the  testing;  howev¬ 
er,  some  of  these  variables  or  factors  must  stay 
the  same  for  the  results  to  be  valid. 

Other,  independent  researchers,  using  the 
same  research  methods,  must  be  able  to  repli¬ 


cate  or  repeat  the  study.  Before  the  research 
results  can  be  published  in  a  professional  jour¬ 
nal,  a  panel  of  experts  in  the  same  field— i.e. ,  pro¬ 
fessional  peers,  also  must  review  the  findings  to 
verify  the  validity  of  the  research  and  its  results. 

When  examining  a  new  product  or 
method  to  be  used  by  the  teacher  in  the 
classroom,  parents  may  want  to  ask  them¬ 
selves  some  simple  questions: 

Who  conducted  the  research  on  the 
product  or  method?  Do  the  researchers 
have  anything  to  gain  or  lose  based  upon 
the  results? 

What  was  measured?  Were  the  methods 
used  quantitative,  qualitative,  or  both? 
What  was  the  intent  of  the  original 
research? 

When  was  the  research  conducted?  The 
age  of  the  data  may  affect  its  current  appli¬ 
cability. 

Why  was  the  research  conducted? 

Understanding  how  the  research  was 
conducted  and  evaluated  will  allow  par¬ 
ents  to  determine  how  a  product,  method, 
or  technique  will  help  their  child. 

Parents  can  work  with  the  teacher  and 
other  staff  to  learn  more  about  the  types  of 
curriculum  used  in  the  school.  When  par¬ 
ents  know  more  about  what  is  being  used, 
they  can  get  answers  to  basic  questions 
and  act  in  a  more  informed  manner.  • 


Luz  Adriana  Martinez  is  the  Assistant  Director  for 
Specialized  Training  of  Military  Parents  (STOMP). 
She  is  located  in  the  Central  office.  She  and  her 
husband  have  two  daughters.  She  began  her 
journey  with  STOMP  when  she  attended  her  first 
workshop  when  their  daughters  were  young.  Her 
husband  served  in  the  Army. 
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What  We  Know... Can  Help  Us 

A  single  word  can  offer  comfort. . .  a  few  words 
ignite  hope. . .  a  whole  story  change  a  life. 

Your  story. 

Your  life. 


I  Haue  a  Military 
Story  to  Tell 


So  many  of  EP's  military  families  and  professional 
healthcare  readers  have  powerful,  beautiful,  informative, 
ideas-rich  stories  to  tell. 

Stories  that  today  could  change  someone's  life. 

Did  you  know...? 

Neither  did  we  -  untii  somebody  toid  us. 

EP  wouid  iove  to  hear  stories  from  and  about: 

You  •  Mothers  •  Fathers  •  Daughters 
•  Sons  •  Servicememhers  •  EFMP  Managers 
•  Special  Needs  Coordinators  •  Family  Physicians 


^  'A 
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•  Pediatricians  •  ABA  Therapists  •  Neurologists  •  Speech  Therapists  •  Occupational 
Therapists  •  Physical  Therapists  •  Psychologists  •  Psychiatrists  •  Surgeons. . .  And  More 


Teii  us  about  your  own  experience  or  professionai  efforts  with  peopie  facing  the 
chaiienges  of: 

Autism  •  Traumatic  Brain  Injury  (TBI)  •  Attention  Deficit  Hyperactivity  Disorder  (ADHD) 
•  Cerebral  Palsy  •  Post-Traumatic  Stress  Disorder  (PTSD)  •  Spina  Bifida  •  Asthma 
•  Down  Syndrome  •  Epilepsy  •  Anxiety  •  Metabolic  Disorder  •  Depression 

•  Hearing  Loss. . .  And  Others 

What  programs  and  resources  have  you  found  heipfui? 

Exceptional  Eamily  Member  Program  (EPMP)  •  Respite  Care  •  Wounded  Warrior  Program 

•  Department  of  Veterans  Affairs  (VA)  •  Military  OneSource  •  Wounded  Warrior  Project 

•  Specialized  Training  of  Military  Parents  (STOMP)  •  Military  Child  Education  Coalition™ 
(MCEC™)  •  May  Institute  •  Military  HOMEERONT  •  Art/Music  Therapy  •  Sports. . .  Others 


I  Have  a  Story  to  Tell  •  Tell  us,  so  we  can  tell  It  In  EP. 

Contact:  Maria  Caroff  at  mcaroff@eparent.com  or  Riley  Miller  at  rmiller@eparent.com 
For  guidelines,  go  to:  http://www.eparent.con1/main_channels_milita17/index.asp 
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The  Changing  Prolile  of  Disability 
in  the  Army  -  A  Study 


Costs,  Seeking  Causes,  and  Hoping 

Interview  conducted  by  Maria  Caroff 

Disability  in  both  the  military  and  ciyilian 

communities  is  growing  more  costly,  with  billions  of  dol¬ 
lars  spent  annually  in  both  communities.  The  costs  are 
felt  not  only  financially,  with  dollars  spent  on  healthcare, 
the  loss  of  trained  and  expert  personnel,  and  lost  income, 
but  in  a  variety  of  other  ways,  including  reduced  ability  to 
engage  fully  in  day-to-day  activities  and  subsequent  over¬ 
all  decreased  quality  of  life.  A  research  group  has  under¬ 
taken  a  study  of  disability  in  the  United  States  Army, 
funded  by  a  grant  from  the  U.S.  Army  Medical  Research 
and  Materiel  Command.  This  first  of  five  planned  studies 
has  been  published  in  Disability  and  Health  Journal, 
January  2008.  The  group  analyzed  disability  data  span¬ 
ning  25  years,  from  1981-2005.  Excerpts  of  the  study 
appear  here,  followed  by  an  interview  EP  conducted  with 
Dr,  Nicole  Bell,  a  co-author  of  the  study.  A  full  copy  of  the 
report  can  be  found  at  the  Disability  and  Health  Journal 
Web  site  (http://www.disabllityandhealthjnl.com). 

Abstract  Excerpt 

Background:  We  sought  to  provide  a  profile  of  U.S. 
Army  soldiers  discharged  with  a  permanent  disability 
and  to  clarify  whether  underlying  demographic  changes 
explain  increasing  risks. 

Results:  Disability  risk  has  increased  seven-fold  over 
the  past  25  years.  In  2005,  there  were  1 ,262  disability  dis¬ 
charges  per  100,000  active-duty  soldiers.  Risk  factors 
include  female  gender,  lower  rank,  married  or  formerly 
married,  high  school  education  or  less,  and  age  40  or 
younger.  Army  population  demographics  changed  during 
this  time;  the  average  age  and  tenure  of  soldiers 
increased,  and  the  proportion  of  soldiers  who  were  offi¬ 
cers,  women,  and  college  educated  grew.  Adjusting  for 
these  demographic  changes  did  not  explain  the  rapidly 
increasing  risk  of  disability.  Time-series  models  revealed 
that  disability  among  women  is  Increasing  independent¬ 
ly  of  the  Increasing  number  of  women  in  the  Army;  dis¬ 
ability  is  also  increasing  at  a  faster  pace  for  younger. 
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lower-ranked,  enlisted,  and  shorter-tenured  soldiers. 

Conclusion:  Disability  is  costly  and  growing  in  the 
Army.  Temporal  changes  in  underlying  Army  population 
demographics  do  not  explain  overall  disability  increases. 
Disability  is  increasing  most  rapidly  among  female,  jun¬ 
ior  enlisted,  and  younger  soldiers. 

Study  Excerpt 

Between  1981  and  2002,  the  number  of  active-duty  Army 
personnel  fell  by  37  percent  as  part  of  an  overall  down¬ 
sizing  effort.  At  the  same  time,  soldiers  reported  poorer 
physical  and  mental  health  and  increased  levels  of  stress, 
depression,  anxiety,  and  occupational  stress  compared 
with  their  civilian  peers;  these  factors  may  be  associated 
with  increased  risk  for  subsequent  disability. 

DoD  (Department  of  Defense)  Directive  1332.18  and  10 
U.S.  Code,  Ch,  61  outline  the  requirements  and  proce¬ 
dures  for  separations  due  to  a  physical  disability  with  the 
primary  requirement  being  that  the  soldier  must  be  unfit 
to  carry  out  duties  of  his  or  her  rank,  office,  or  grade  due 
to  a  physically  disabling  condition  that  substantially  lim¬ 
its  or  precludes  fulfillment  of  the  purpose  of  their  active- 
duty  employment. 

Causes  or  major  types  of  disability  are  defined  in  the 
Veterans  Administration  Schedule  for  Rating  Disabilities 
(VASRD).  They  fall  into  the  following  categories:  muscu¬ 
loskeletal  conditions;  neurological  conditions;  mental 
health  disorders;  cardiovascular  conditions;  respiratory 
conditions;  endocrine  disorders;  digestive  conditions;  dis¬ 
eases  of  the  eye;  skin  disorders;  genitourinary  conditions; 
infectious  diseases,  immune  disorders,  and  nutritional 
disease;  hemic  and  lymphatic  disorders;  diseases  of  the 
ear;  diseases  of  other  sensory  organs;  gynecological  con¬ 
ditions;  and  dental  and  oral  conditions. 

Musculoskeletal-related  disability  is  the  fastest  growing 
category  of  disability,  increasing  from  70  per  100,000  in 
1981  to  950  per  100,000  by  2005. 

Disability  discharge  risks  are  7  times  higher  today  than 
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they  were  25  years  ago.  The  increase  appears  primarily 
attributable  to  disorders  of  the  musculoskeletal  system. 
Preliminary  findings  (in  unadjusted  models)  indicate  that 
rates  of  musculoskeletal-related  disability  are  increasing 
faster  than  any  other  type  of  disability  and  the  increase  is 
occurring  more  rapidly  among  women,  whites,  blacks,  those 
without  a  college  education,  and  soldiers  aged  35  or  younger. 

By  2005  more  than  7,000  people  with  life-alterlng  dis- 
abilities  were  being  discharged  from  the  Army,  even 
before  the  full  impact  of  conditions  related  to  deploy¬ 
ment  in  support  of  Operation  Iraqi  Freedom  had  a 
chance  to  work  through  the  system. 

This  is  only  a  fraction  of  the  problem  as  it  does  not 
include  soldiers  who  have  disabling  conditions  but 
nonetheless  seek  evaluation  and  treatment  for  their  condi¬ 
tions  in  the  VA  (Department  of  Veterans  Affairs)  or  through 
other  healthcare  systems  only  after  their  discharge  from 
the  Army  (as  it  is  their  right  to  do).  There  is  currently  no 
mechanism  in  place  to  link  DoD  and  VA  data  resulting  in  a 
discontinuity  of  service  over  time  and  an  inability  to 
explore  individual-level  healthcare  data  longitudinally. 

Ideally,  soldiers  seeking  care  outside  of  either  the  VA  or 
DoD  compensation  programs  should  also  be  identified 
and  followed. 

Because  the  Army  only  discharges  individuals  with 
conditions  that  preclude  active  service  while  the  VA  also 
provides  compensation  for  functional  limitations  caused 
or  aggravated  by  military  service,  both  systems  need  to 
be  evaluated  in  order  to  fully  appreciate  the  magnitude 
and  characteristics  of  service-connected  disability. 

Dr.  Bell  provided  information  on  the  details  of 
the  group’s  research: 

NiCOlB  Boll,  ScD,  MPH  (NB):  We  do  secondary  data  analy¬ 
sis,  which  means  we  combine  information  from  a  wide 
range  of  administrative  and  health-related  military  data¬ 
bases  (personnel  records,  hospital  records,  disability  files, 
health  and  behavioral  surveys,  etc.).  The  advantage  of  this 
approach  is  it  allows  us  to  look  at  a  lot  of  different  factors 
on  a  very  large  population  fairly  rapidly.  The  disadvan¬ 
tage  of  this  approach  is  we  can’t  always  answer  the  spe¬ 
cific  questions  that  we  most  want  answered.  We  are  lim¬ 
ited  by  the  data  that  has  already  been  collected. 

It  can  be  difficult  to  study  the  problem  of  disability 
among  military  populations  because  of  loss  of  follow-up. 
When  servicemembers  leave  the  Armed  Forces  after  their 
military  tenure,  we  often  can’t  follow  them.  Even  if  they 
continue  to  receive  care  in  the  VA  system,  we  may  not  be 
able  to  access  data  on  them  due  to  restrictions  and  limi¬ 
tations  in  data  sharing.  Moreover,  the  data  we  have  on 
disability  is  likely  just  the  tip  of  the  iceberg  since  many 


who  may  have  experienced  a  service-related  disability 
may  not  be  eligible  for  compensation  and  for  this  reason, 
or  others,  may  not  seek  disability  evaluation. 
Consequences  of  some  problems  may  not  be  realized 
until  well  after  they  have  left  the  military  and  thus  may 
not  be  included  in  Army  disability  files. 

EXCBPtionBi  ParBnt  (EP):  what  prompted  your  group  to 
undertake  this  study? 

NB:  Most  of  our  earlier  research  focused  on  the  topic  of 
acute  injury  (both  intentional  and  unintentional),  as  these 
are  by  far  the  most  common  causes  of  morbidity  for  active- 
duty  soldiers.  Whether  we  consider  the  economic  or  quali- 
ty-of-life  costs,  we  soon  learned  that  perhaps  the  most  sig¬ 
nificant  consequence  of  injury  was  permanent  physical 
disability.  Therefore,  a  shift  to  the  study  of  the  natural  his¬ 
tory  of  injury-related  disability  was  a  logical  one  for  our 
research  group.  We  actually  started  studying  disability 
alongside  some  of  our  other  acute  injury  studies  several 
years  ago.  We  collaborated  with  a  VA  study  team  in  a  pilot 
test  of  how  well  active-duty  Army  injury  exposure  and  dis¬ 
ability  outcome  data  could  be  linked  to  VA  data  from  sol¬ 
diers  who  leave  the  army  and  are  ultimately  treated  by  the 
VA  for  knee-  or  back-related  disabilities.  Data  sharing 
restrictions  made  this  a  challenging  undertaking,  but  we 
learned  a  lot  in  the  process.  For  example,  we  learned  that 
not  all  soldiers  who  are  eligible  to  receive  VA  care  necessar¬ 
ily  seek/receive  post-active-duty  care  at  the  VA.  Likewise, 
many  Individuals  whose  disabilities  are  not  recorded  by  the 
Army  before  they  are  discharged  are  nonetheless  rated  and 
oftentimes  treated  by  the  VA  subsequent  to  their  discharge 
from  service.  In  many  cases,  these  individuals  receive  com¬ 
pensation  for  these  disabilities  from  the  VA  only.  We  also 
learned  that  the  sum  of  the  payments  to  all  living  veterans 
dating  back  to  WWII  is  staggering.  Not  surprisingly,  a  sig¬ 
nificant  portion  of  the  disabilities  compensated  appeared  to 
be  related  to  musculoskeletal  injury.  Little  research  was 
being  done.  Full  understanding  of  the  nature  and  natural 
history  of  disability  would  ultimately  require  study  of  both 
DoD  and  VA  data,  and  ideally  a  direct  linkage  of  the  two. 

Between  the  Army  and  the  VA,  there  were  many  potential 
sources  of  disability  data  available  for  exploration.  We  start¬ 
ed  with  what  we  knew  best  and  with  what  we  had  most 
immediate  access  to:  the  Army  data— initially,  the  electronic 
records.  While  very  robust  for  analysis,  these  records  do  not 
contain  all  the  information  useful  for  study.  Flard-copy 
records  generated  by  the  Army  during  medical  board  pro¬ 
cessing  of  soldiers  are  archived  in  St  Louis  where  it  was 
Impractical  to  review  them,  and,  even  more  worrisome,  we 
learned  that  these  copies  were  actually  being  destroyed  to 
save  space  for  new  files.  We  worried  that  a  tremendous 
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opportunity  for  thorough  study  of  disability  in  the  Army 
would  be  lost  if  those  records  could  not  be  saved.  We  were 
able  to  obtain  permission  to  acquire  some  of  these  records 
and  begin  digitizing  them  for  direct  review  as  well  as  possible 
texurnining  in  the  future.  We  believed  we  would  then  be  able 
to  identify  important  health-related  risk  factors  or  patterns 
that  might  otherwise  be  missed.  In  collaboration  with  the 
Army,  we  helped  build  infrastructure  for  the  focused  study  of 
disability.  Later,  the  Army  obtained  necessary  resources  to 
complete  the  scanning  themselves  and  are  just  finishing  this 
process.  We  believe  those  data  will  provide  important  infor¬ 
mation  for  understanding  how  disability  occurs. 

In  addition  to  these  text  records,  we  were  also  provided 
access  to  electronic  data  (more  summarized  information 
in  an  electronic  format,  which  is  easier  to  use  for  analysis 
purposes)  that  included  details  on  the  type  of  disability, 
type  of  compensation  award  received,  and  whether  or  not 
the  disability  was  considered  combat-related.  As  we  did 
this  early  work,  we  were  astounded  to  learn  about  how 
much  money  was  being  spent  on  disability  or  disability- 
related  care.  While  this  is  not  an  exact-enough  estimate  to 
quote  me  directly,  the  amount  the  VA  spends  per  year  on 
disability  runs  in  the  neighborhood  of  $50  billion  (about 
equally  split  between  direct  medical  care  and  direct  per¬ 
sonal  compensation  payments).  With  all  the  money  that 
was  already  being  spent  on  disability  we  were  even  more 
surprised  when  our  data  revealed  that  the  disability  rate 
has  been  increasing  fairly  steadily  for  more  than  a  decade, 
and  musculoskeletal  disability  was  increasing  the  fastest. 

The  policies  and  procedures  for  assessing  disability  and 
then  receiving  a  compensation  package  are  complex  and  a 
topic  of  great  national  debate.  The  recent  problems  at  Walter 
Reed  (Army  Medical  Center)  and  complaints  from  veterans 
have  drawn  even  more  attention  to  the  disability  problem.  I 
just  read  this  morning  that  beginning  in  2008  the  military 
disability  system  will  have  to  align  more  closely  with  the  VA 
system  for  rating  disability.  In  the  past,  the  active  military  side 
of  disability  evaluations  usually  resulted  in  a  less  favorable 
rating  than  that  which  the  soldier  typically  received  at  the  VA 
(particularly  for  conditions  such  as  mental  health  disorders). 
The  main  reason  for  that  was  ostensibly  because  the  military 
was  concerned  more  about  a  service  member’s  ability  to 
serve  and  the  VA  was  more  concerned  about  functional  lim¬ 
itations  in  general.  There  are  other  remaining  challenges  that 
face  veterans  trying  to  navigate  their  way  through  a  confus¬ 
ing  morass  of  policies  and  benefits  outcomes.  There  has 
been  a  long-standing  principle  that  no  one  should  be  able  to 
receive  concurrent  retirement  benefits  and  disability  benefits 
based  upon  the  same  service.  However,  because  retirement 
pay  was  offset  1  for  1  with  disability  compensation,  the  net 
effect  had  been  that  Individuals  who  retire  healthy  receive 
retirement  pay  and  can  gain  unfettered  civilian  employment 


while  those  with  disability  who  can’t  work  receive  only 
retirement  benefits.  Military  and  veterans’  advocacy  groups 
have  tried  for  many  years  to  have  that  Inequity  rescinded. 
Starting  with  the  Defense  Authorization  Act  of  2004,  concur¬ 
rent  receipt  restrictions  for  certain  veterans  have  been 
removed.  A  series  of  bills  approved  since,  or  which  are  cur¬ 
rently  under  debate,  aim  to  further  reduce  restrictions.  While 
this  may  be  a  good  and  just  occurrence  for  our  veterans,  it  is 
going  to  increase  the  already  substantial  cost  of  military  serv¬ 
ice-connected  disability  to  the  U.S.  taxpayer  significantly.  As 
we  learned  more  about  these  issues,  we  became  more 
intrigued  by  the  problem  of  disability.  We  realized  that  very 
little  had  been  done  to  document  the  extent  of  the  problem 
of  disability  and  to  describe  risk  factors.  We  believe  that  to 
reduce  the  burden  of  disability  we  have  to  begin  by  describ¬ 
ing  the  extent  of  the  problem  and  then  looking  back  in  time 
at  the  natural  history  or  exposures  and  risk  factors  that 
occurred  earlier  in  the  military  career.  We  put  together  a 
grant  proposal  with  this  goal  in  mind  and  submitted  it  in  the 
Spring  of  2005.  It  was  funded,  and  we  began  work  on  it  dur¬ 
ing  the  Summer  of  2006.  The  paper  you  are  featuring  was 
the  first  product  from  that  grant-funded  effort. 

EP:  Has  the  Army  had  the  opportunity  to  assess  and 
respond  in  any  way  yet  to  your  research  findings? 

NB:  The  Total  Army  Injury  and  Health  Outcomes  Database 
(TAIHOD)  that  we  use  is  housed  at  the  U.S.  Army  Research 
Institute  of  Environmental  Medicine  (USARIEM)  in  Natick, 
Massachusetts.  I  should  mention  that  because  of  privacy 
concerns  and  protection  of  human  subjects  data,  all  work 
is  done  by  Social  Sectors  Development  Strategies,  Inc. 
(SSDS)  staff  located  on  the  base,  using  files  that  have  all  per¬ 
sonal  identifiers  removed.  The  military  department  chair 
responsible  for  the  oversight  and  protection  of  the  TAIHOD 
data,  Dr.  Edward  Zambraski  (Chief,  Military  Performance 
Division),  has  been  very  supportive  of  our  work,  as  has  the 
USARIEM  Commander.  USARIEM  was  provided  an  advance 
copy  of  the  manuscript  and  had  no  objection  to  its  content. 
They  have  asked  that  we  help  them  put  together  a  summa¬ 
ry  of  key  findings  that  they  can  use  in  their  briefings  to  help 
raise  awareness  of  the  problem  of  disability.  The  Madigan 
Army  Medical  Center  also  reviewed  the  manuscript  since 
one  of  the  co-authors  is  on  staff  there. 

To  the  best  of  our  knowledge,  no  one  else  has  had  a 
chance  to  review  and  respond  to  the  findings. 

EP;  What  outcomes  does  your  team  hope  might  be 
achieved  by  an  assessment  of  your  findings  and  any  sub¬ 
sequent  implementation  of  new  plans? 

NB:  Ultimately,  I  hope  that  the  information  will  be  useful 
in  both  focusing  more  attention  on  the  sheer  magnitude 
of  the  disability  problem  AND  in  developing  targeted 
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intervention  programs.  The  ultimate  goal  is  to  find  a  way 
to  reduce  the  burden  of  disability  and  to  improve  health 
outcomes  and  quality  of  life  (and  in  the  process  reduce 
the  amount  of  money  needed  for  disability-related  care 
and  compensation  benefits). 

EP:  While  your  group  is  merely  reporting  its  findings,  do 
you  have  any  concern  that  this  data,  which  includes  the 
monetary  cost  of  disability  in  both  the  civilian  and  mill' 
tary  populations,  will  promote  a  backlash  of  sorts  in  peo¬ 
ple’s  perceptions  about  funding  and  other  resources 
being  spent  on  disabilities? 

NB:  I  hope  that  it  does  shock  people.  1  believe  people  ought  to 
know  how  much  is  being  spent  on  problems  that  may  be  pre¬ 
ventable  (at  least  in  part).  Ideally,  1  hope  it  motivates  us  as  a 
society  to  take  steps  to  reduce  the  burden  of  disability  simply 
because  it  is  the  right  thing  to  do.  While  we  are  pleased  to  have 
received  funding  to  pursue  this  research,  the  magnitude  of  the 
resources  devoted  to  the  study  of  disability  are  still  inadequate 
given  the  magnitude  of  the  problem  (in  this  researcher’s  opin¬ 
ion).  So  we  certainly  hope  that  increased  awareness  will  result 
in  more  study.  The  men  and  women  who  serve  in  the  Armed 
Forces  are  doing  a  service  for  their  country  and  ought  to  know 
that  steps  will  be  taken  to  mitigate  their  injury  and  disability 
risks.  But,  sometimes  idealism  is  a  less  potent  motivator  than 
the  desire  to  reduce  costs.  So,  if  wanting  to  reduce  the  burden 
of  disability  is  not  motivation  enough,  1  hope  that  wanting  to 
reduce  the  enormous  costs  associated  with  caring  for  and 
compensating  those  who  are  disabled  will  provide  sufficient 
motivation  to  seek  ways  to  lower  the  risk  of  injury  or  other 
exposures  that  ultimately  cause  or  contribute  to  disability. 

EP:  Given  that  females  in  the  military  constitute  one  of  the 
groups  among  which  disability  is  increasing  most  rapid¬ 
ly,  do  you  think  that  these  findings  could  inadvertently 
lend  support  to  those  who  argue  that  women  should  not 
be  serving? 

NB:  It  would  not  be  particularly  useful  to  eliminate  or  restrict 
any  particular  demographic  group  at  greater  risk  for  one 
health  outcome  (in  this  case  disability)  from  the  Army.  The 
disability  increases  are  largely  occurring  within  one  particu¬ 
lar  category  of  disability:  musculoskeletal  disorders.  While 
musculoskeletal  disability  is  the  fastest  growing  category  of 
disability  and  women  are  at  greater  risk  than  men  for  this 
type  of  disability,  the  fact  remains  that  the  vast  majority 
(approximately  85  percent)  of  soldiers  are  men  and  a  sizable 
proportion  of  them  will  experience  musculoskeletal  disabil¬ 
ity.  It’s  also  important  to  note  that  the  risk  for  musculoskele¬ 
tal  disability  is  also  increasing  among  the  male  soldiers,  just 
not  as  rapidly  as  the  rates  are  increasing  among  female  sol¬ 
diers,  So,  even  if  there  were  no  women  in  the  military,  there 
would  still  be  a  lot  of  men  experiencing  these  conditions.  In 


addition,  even  though  women  were  at  greater  risk  for  mus¬ 
culoskeletal  disorders  than  men,  other  research  we  are 
working  on  suggests  that  men  are  at  greater  risk  (relative  to 
women)  for  certain  other  types  of  disability  outcomes.  There 
are  also  other  health  conditions  for  which  women’s  risks  are 
lower  than  men’s  risks.  In  sum,  it  makes  more  sense  to  focus 
on  underlying  causal  factors  rather  than  eliminating  one 
particular  demographic  group  from  the  risk  pool. 

EP:  Which  study  does  the  group  anticipate  will  be  pub¬ 
lished  next? 

NB::  Our  next  paper  has  just  undergone  peer  review,  and 
we  are  in  the  process  of  revising  it  based  upon  peer  feed¬ 
back.  It  focuses  on  differences  in  risk  factors  for  different 
types  or  causes  of  disability  and  variation  in  compensa¬ 
tion  packages.  The  paper  that  has  just  been  published 
and  this  second  one  that  we  are  revising  both  address  the 
need  for  baseline  documentation  of  the  extent  of  the 
problem  of  disability.  Remaining  papers  focus  on  trying 
to  uncover  important  modifiable  risk  factors  that  can 
then  be  used  to  inform  intervention  strategies. 

We  have  started  on  an  analysis  of  risk  factors  for 
mental  health  disorders  and  will  soon  begin  a  study 
that  focuses  just  on  musculoskeletal  disability.  We  are 
nearing  completion  on  a  report  that  explores  occupa¬ 
tional  exposures,  such  as  heavy  physical  demands,  and 
injury  and  disability  risk.  In  the  out  years  of  our  study, 
we  will  take  a  closer  look  at  the  Influence  of  pre-exist¬ 
ing  conditions  and  on  combat-related  disability.  As 
important  as  these  early  papers  are,  we  are  just  scratch¬ 
ing  the  surface.  • 


EP  will  continue  to  follow  the  results  of  the  studies  being 
conducted  by  the  research  group. 

A  complete  copy  of  the  study.  The  Changing  Profile  of 
Disability  in  the  U.S.  Army,  can  be  found  in  the  Disability  and 
Health  Journal  (http://www.disabilityandhealthjnl,com), 
Volume  1,  Issue  1,  Pages  14-24,  at  http://download.journals. 
elsevierheaIth.com/pdfs/journals/ 1936-6574/ 
PIIS193665740700009X.pdf.  (©2008  Elsevier) 
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Boston  University  School  of  Public  Health  and  is  an  affiliated  faculty  mem¬ 
ber  at  the  Harvard  Injury  Control  Research  Center  at  Harvard  University 
School  of  Public  Health.  Dr.  Bell's  husband.  Dr.  Paul  Amoroso,  also  a  mem¬ 
ber  of  the  research  group,  is  a  colonel  on  active  duty  in  the  U.S.  Army,  and 
was  deployed  to  Iraq  in  2003. 
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Transitioning  Miiitary 
Chiidren  with  Special  Needs 


By  Joan  Barrett 


It  certainly  is  not  neMfs 

that  the  military  lifestyle  and  regular 
school  moves  provide  military  fami¬ 
lies  with  some  unique  challenges. 
This  reality  is  especially  true  for 
families  who  have  children  with  spe¬ 
cial  needs. 

Visualize  a  military  family  who 
moves  every  two  to  three  years. 
Think  of  the  tasks  of  preparing  your 
child’s  school  paperwork  and  identi¬ 
fying  the  variability  in  testing,  avail¬ 
able  services,  schedules,  and  pro¬ 
grams  in  each  state,  with  every  move. 
Now  consider  the  added  challenges 
of  transitioning  a  child  with  special 
needs.  How  much  additional  paper¬ 
work  and  preparation  is  needed  to 
ensure  that  your  child  receives  all 
necessary  accommodations  at  his  or 
her  new  school  and  is  best  prepared 
for  success?  One  military  spouse  and 
mother,  when  asked  about  preparing 
her  two  children  with  special  needs 
for  a  summertime  move,  compared 
herself  to  a  military  commander 
preparing  for  war.  While  the  imagery 
may  seem  strong,  the  amount  of 
logistics  and  time  and  the  impor¬ 
tance  of  each  step  involved  in  both 
preparing  for  war  and  preparing  for 
transition  does  seem  comparable. 

Over  the  years,  the  United  States 
Armed  Forces  and  other  concerned 
organizations  have  joined  together  to 
simplify  this  battle  preparation.  In 
2005,  the  U.  S.  Army  Community  and 
Family  Support  Center  (CFSC)  com¬ 
missioned  the  Military  Child 


Education  Coalition™  (MCEC™)  to 
conduct  a  research  study  on  the 
issues  faced  by  transitioning  military 
families  who  have  children  with  spe¬ 
cial  needs.  Specifically,  the  study  was 
to  focus  on  children  enrolled  in  the 
U.S.  Army’s  Exceptional  Family 
Member  Program  (EFMP),  a  program 
of  coordination  among  military  and 
civilian  agencies  to  meet  the  med¬ 
ical,  educational,  housing,  personnel 
services,  and  community  support 
needs  of  families  with  special  needs. 

Through  a  structured  series  of  sur¬ 
veys,  focus  groups,  and  interviews, 
the  Military  Child  Education 
Coalition  concluded  that  families 
who  have  children  with  special 
needs  require  consistency,  pre¬ 
dictability,  and  coordination  of  edu¬ 
cational  services  from  one  location 
to  another  in  order  to  transfer  seam¬ 
lessly.  Effective  communication 
between  military  families  and  the 
programs  that  serve  them  is  also  key 
to  transition  success  and,  ultimately, 
quality  of  life.  An  additional,  though 
not  surprising,  finding  stated  that 
those  families  that  understood  and 
openly  acknowledged  that  school 
rules  and  regulations  vary  by  state, 
or  even  district,  were  the  most  suc¬ 
cessful  in  experiencing  a  smooth 
family  transition.  Due  to  the  findings 
of  this  research,  the  Army 
Community  and  Eamily  Support 
Centers,  along  with  many  other 
organizations,  have  taken  steps  to 
ease  the  transition  process. 


The  Military  Child  Education 
Coalition  responded  through  many 
avenues,  including  the  bolstering 
and  expansion  of  its  Special 
Education  Leaders  Institute™  (SELF"). 
The  Special  Education  Leaders 
Institute  is  a  two-level  series  with  the 
overall  goal  of  promoting  awareness 
and  increasing  the  availability  of 
professional  educators  who  under¬ 
stand  the  amplified  challenges  asso¬ 
ciated  with  transitioning  mobile  mil¬ 
itary-connected  students  in  special 
programs  such  as  special  education, 
§504,  or  gifted  education.  The 
course,  while  targeting  military  and 
civilian  education  and  transitional 
professionals  who  work  with  chil¬ 
dren  with  special  needs,  also  reach¬ 
es  out  to  EEMP  employees. 

Phase  One  of  the  professional 
development  series,  which  was 
already  underway  at  the  time  the 
research  was  done,  looks  at  basic 
transitioning  issues  for  military  chil¬ 
dren  with  special  needs,  including 
subjects  such  as  navigating  different 
state  requirements,  program  policy 
implications,  practical  applications 
for  schools,  and  supporting  children 
through  trauma  and  loss.  To 
increase  the  impact  of  the  Special 
Education  Leaders  Institute  pro¬ 
gram,  the  Military  Child  Education 
Coalition  created  a  second  phase  of 
the  training. 

Phase  Two  invites  the  same  audi¬ 
ence  but  extends  the  learning 
process  by  addressing  subjects  such 
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as  the  need  for  and  use  of  technical 
support  and  advanced  resources 
and  the  social/emotional  needs  of 
transitioning  students,  family  sup¬ 
port  systems,  and  EFMP  abilities  and 
available  accommodations.  By  rais¬ 
ing  awareness  and  giving  special 
needs  education  and  transition  pro¬ 
fessionals  the  research,  advice,  and 
usable  tips  for  smoothing  the  transi¬ 
tion  process,  the  Military  Child 
Education  Coalition  is  able  to  help 
thousands  of  families. 

While  the  aforementioned  re¬ 
search  provided  great  insight  into 
the  unique  challenges  that  face  mili¬ 
tary  families  with  special  needs  in 
transition,  the  U.S.  Army  recognized 
that  there  is  always  more  to  learn. 
Therefore,  the  Military  Child 
Education  Coalition  recently  began  a 
second  phase  of  research  at  the 


behest  of  the  U.S,  Army’s  Family  and 
Morale,  Welfare  and  Recreation 
Command  (formerly  the  U.S.  Army’s 
Community  and  Family  Support 
Centers).  This  new  research  study 
attempts  to  gain  an  in-depth  under¬ 
standing  of  how  military  installa¬ 
tions,  school  systems,  and  commu¬ 
nities  accommodate  and  respond  to 
the  educational  needs  of  children 
with  special  needs.  Included  in  the 
scope  of  the  research  will  be  a  look 
at  both  military  and  educational 
agency  involvement,  community 
services  and  resources,  and  a  deeper 
exploration  into  the  issues  of  consis¬ 
tency,  predictability,  and  communi¬ 
cation  systems. 

The  United  States  Armed  Forces, 
the  Military  Child  Education 
Coalition,  and  other  concerned 
organizations  are  working  hard  every 


day  to  identify  and  address  the 
unique  challenges  that  face  transi¬ 
tioning  military-connected  children 
with  special  needs.  In  time  and  with 
continued  effort,  the  frustrations  that 
make  a  military  move  seem  like 
preparation  for  battle  will  give  way  to 
consistent  planning  and  smooth 
transition.  Working  together,  any¬ 
thing  is  possible. 

To  learn  more  about  the  Military 
Child  Education  Coalition  or  the 
Special  Education  Leaders  Institute, 
please  visit  http://www.MiIitaryChild. 
orgor  call  (254)  953-1923.  • 


Joan  Barrett  is  the  Director  of  Research  and 
Evaluation  for  the  Military  Child  Education 
Coalition.  A  military  spouse  for  over  30  years, 
she  has  a  professional  background  as  a  second¬ 
ary  and  post-secondary  schoolteacher  and 
counselor,  and  broad  experience  regarding  mili¬ 
tary-connected  children. 


EP  Military  Channel  Nevus 

Readers  can  access  important  information  regarding  Department  of  Defense 
news,  Department  of  Veterans  Affairs  news,  and  TRICARE  by  visiting  the 
Military  Channel  on  the  EP  Web  site.  Information  includes  news  releases, 
reports,  and  other  relevant  items. 


Visit  the  EP  Web  site’s  Miiitary  Channei  elten  ler  news  and 
annenncements  that  ate  ef  interest  te  miiitaiy  lamities  whe  are 
caring  for  a  member  with  speciai  needs. 


www.eparent.com/main_channels_military/index.asp 
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Autism’s  Challenges  ^  Shaping  t’uturri  Changing  U\ 

Combaeng  Stress  on  the  Home  From 


By  Alan  Harchik,  PhD,  BCBA  and  Lauren  Solotar,  PhD 

According  to  a  2007  report  from  the  Centers  for  Disease  Control  and  Prevention 
(CDC),  about  one  in  150  children  in  the  United  States  has  an  autism  spectrum 
disorder  (ASD)  that  causes  difficulty  with  behavior,  communication,  learning, 
and  social  interaction.  ASD  is  more  common  than  cerebral  palsy,  Down 
syndrome,  pediatric  cancer,  diabetes,  and  AIDS  combined.  Autism  in  particular 
is  on  the  rise  and  is  now  the  second  most  common  developmental  disability 
after  mental  retardation. 


When  a  Child  is  diagnosed 

with  autism,  every  member  of  the 
family  is  affected.  While  every  fam¬ 
ily’s  experience  is  unique,  there  are 
common  challenges  that  most  fam¬ 
ilies  face.  These  include  dealing 
with  the  diagnosis,  choosing  the 
best  treatment  options,  and  build¬ 
ing  a  strong  and  supportive  family 
structure. 

For  military  families,  the  difficul¬ 
ties  presented  by  these  challenges 
are  often  exacerbated  by  the  lack  of 
proximity  to  family  and  support 
networks,  frequent  relocation, 
school  and  training  schedules,  and 
more.  Managing  the  stress  that 
accompanies  these  challenges  is 
critical  to  a  family’s  long-term 
health  and  well-being. 

Diagnosis  and  Eariy  intervention: 

Keys  to  Success 

Salina  Dills,  who  lives  on  Fort 
Benning  in  Georgia,  is  awaiting  a 
diagnosis  for  her  two-and-a-half- 
year-old  son,  Caleb,  His  primary 
symptom  is  delayed  speech,  some¬ 
thing  Salina  noticed  more  than  a 
year  ago.  She  expressed  her  strong 
concern  to  Caleb’s  pediatrician  at  his 
two-year  checkup,  and  Caleb  recent¬ 


ly  had  a  comprehensive  evaluation. 
Waiting  for  a  diagnosis  has  placed  a 
lot  of  stress  on  the  family. 

“This  could  be  our  life,”  says 
Salina,  “and  what  does  that  mean  for 
us?  What  does  that  mean  for  our 
son?  Is  he  going  to  have  this  lifelong 
struggle?  Is  he  going  to  be  one  of 
those  kids  who  can’t  ever  go  to  a  reg¬ 
ular  classroom  and  have  ordinary 
relationships?  What  will  his  quality 
of  life  be?  What  do  you  do?  How  do 
you  do  it?  All  of  these  questions  swirl 
through  your  mind...  it  is  over¬ 
whelming.” 


May. Institute  -  John  Dills' 
C|»duation:  (l-r)  Joslyn, 
X^eb,  Salina,  John,  and 
Jacob  celebrate  John's 
.Officer  Candidate  School 
^aduation  on  Fort 
'ksermjng,'in  Georgia. 
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Dills  Family: 

The  Dills  family 
poses  for  a  family  ^ 
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Taking  Action 

Suspecting  that  your  child  is  not  develop- 
ing  in  an  age-appropriate  manner  can  be 
very  frightening  and  stressful  for  parents 
and  families.  It  is  important  to  share  your 
concerns  with  a  physician,  therapist,  or 
early  education  specialist.  Make  sure  your 
concerns  are  heard  and  your  questions 
answered.  Advocating  for  your  child  to  get 
an  appropriate  assessment  is  critical. 

Accessing  information  and  taking 
action  are  two  steps  that  can  help  you 
manage  anxiety.  During  this  waiting 
period,  it  may  be  helpful  to  speak  to 
other  parents  who  have  gone  through 
this  process.  It  can  help  you  prepare 
to  hear  difficult  information  and 
think  about  different  options  that  will 
fit  into  your  family’s  lifestyle. 

If  your  child  does  have  autism,  it  is 
crucial  to  identify  it  as  early  as  possi¬ 
ble  so  treatment  and  intervention  can 
begin.  Although  evidence  shows  that 
intensive  early  intervention  during 
the  preschool  years  results  in  the  best 
outcomes,  it  is  estimated  that  only 
half  of  the  children  with  ASD  are  diag¬ 
nosed  before  they  enter  kindergarten. 

Acknowledging  the  need  for  earli¬ 
er  diagnosis,  the  American  Academy 
of  Pediatrics  (AAP)  recently  released 
two  reports  to  help  pediatricians 
recognize  ASD  earlier  and  guide 
families  to  effective  interventions. 
(These  reports  and  an  autism  check¬ 
list  for  parents  are  available  at 
http://www.aap.org.) 


Dealing  With  a  Diagnosis 

If  your  child  is  diagnosed  with  a  dis¬ 
ability,  give  yourself  time  to  absorb 
this  life-changing  information.  You 
will  need  to  adjust  your  hopes,  wish¬ 
es,  and  dreams  for  your  child  and 
your  family.  Talking  to  other  families, 
sharing  information,  accessing  all  of 
the  resources  available,  and  develop¬ 
ing  both  a  formal  and  informal  sup¬ 
port  network  are  all  helpful  in  man¬ 
aging  stress.  For  families  living  on 
military  bases,  spouses’  networks 
and  neighborhood  groups  can  pro¬ 
vide  critical  support. 

Katherine  Bray  of  May  Institute’s 
Southeast  Regional  Autism  Center  in 
Columbus,  Georgia,  also  lives  on  Fort 
Benning,  and  is  the  parent  of  a  child 
with  ASD.  She  recently  shared  a 
story  about  a  neighbor  who  came  to 
her  door  in  tears,  having  just 
received  a  similar  diagnosis  for  her 
young  son,  A  mutual  friend  suggest¬ 
ed  to  the  mother  that  she  talk  to 
Katherine.  “Word  of  mouth  on  a  mil¬ 
itary  base  can  connect  families  to 
other  families,”  she  said.  “My  neigh¬ 
bor  didn’t  know  how  to  begin  to 
absorb  the  information  she  had 
received.  We  talked  for  a  long  time, 
and  she  is  now  setting  up  essential 
services  for  her  son.” 

Support  groups  are  also  useful 
because  they  decrease  your  sense  of 
isolation  and  increase  your  ability  to 
cope.  Groups  offer  opportunities  to 


Could  My  Child 
Have  Autism? 

Some  of  the  first  signs  that  a  child  might  not  be 
developing  typically  include  a  lack  of  eye  contact,  no 
pointing  or  gesturing  by  12  months  of  age,  no  babbling  or 
no  inflection  in  voice  tone  when  babbling,  no  use  of  words 
by  12  months,  no  use  of  phrases  of  two  or  more  words  by 
two  years,  no  make-believe  play  by  two  years,  and  a  loss  of 
language  and  social  skills. 

These  signs  do  not  mean  that  a  child  has  autism,  but 
they  are  an  indication  that  parents  should  seek  further 
information  from  their  family  physician  or  pediatrician. 
Most  pediatricians  can  conduct  an  initial  screening  for 
autism.  If  needed,  families  should  then  be  referred  to 
an  expert  in  the  field  for  a  comprehensive  diagnostic 
evaluation. 


share  stories  about  finding  effective 
interventions,  managing  difficult  sit¬ 
uations,  and  moving  forward  with 
your  life. 

Once  a  diagnosis  is  confirmed,  it  is 
helpful  to  learn  as  much  as  you  can 
about  the  disorder.  Obtaining 
research  information  about  ASD  and 
treatments  from  the  Internet,  confer¬ 
ences,  and  reading  materials  help 
families  manage  their  anxiety  about 
the  diagnosis.  Be  sure  to  share  infor¬ 
mation  with  siblings,  family,  and 
friends  so  people  close  to  you  can 
learn  what  you  are  learning  and  pro¬ 
vide  support  and  feedback. 

Choosing  Effective  Treatments 

How  can  parents  of  children  who 
have  been  diagnosed  with  autism 
choose  the  best  treatment  for  their 
children?  Recognizing  that  some 
treatments  have  evidence  showing 
their  effectiveness,  and  that  others 
do  not,  is  an  important  part  of  this 
decision. 

Many  educational  methods  for  chil¬ 
dren  with  autism  are  based  on  good 
research  that  has  been  tested  and 
shown  to  be  effective.  One  of  these 
methods  is  applied  behavior  analysis 
(ABA).  Hundreds  of  scientific  studies 
have  shown  that  ABA  is  the  most  effec¬ 
tive  method  to  teach  children  and  ado¬ 
lescents  with  autism  and  other  devel¬ 
opmental  disabilities.  ABA  facilitates 
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the  development  of  language,  social 
interactions,  and  independent  living 
by  applying  basic  behavioral  practices 
-  positive  reinforcement,  teaching  in 
small  steps,  prompting,  and  repeated 
practice.  In  addition  to  building  critical 
skills,  ABA  can  also  help  reduce  every- 
day  social  problems  and  serious 
behavior  disorders. 

Unfortunately,  the  prevalence  of 
methods  that  have  no  evidence  of 
effectiveness  is  widespread.  You  see  it 
every  day  in  advertisements, 
infomercials,  and  treatment  options 
offered  to  parents  of  children  with 
autism.  Extraordinary  claims  are 
made  that  are  unsupported  by  objec¬ 
tive  evidence.  Risks  to  children  are 
minimized  or  denied. 

It  can  be  very  stressful  choosing 
the  “best”  treatment  for  your  child, 
and  more  so  if  you  are  on  your  own. 
Contradictory  information  makes  this 
even  more  difficult,  especially  when 
dealing  with  a  new  diagnosis.  Read 
the  research  and  learn  as  much  as 
you  can  about  what  treatments  are 
supported  by  the  most  evidence.  Ask 
questions.  Talk  to  your  providers 
about  recommended  treatments  and 
talk  to  other  families  who  have  gone 
through  a  similar  process. 

“ABA  has  been  the  best  method  for 
Gabe,”  says  Jodi  Davidson,  a  military 
mother  of  a  five-year-old  with 
autism.  “He  progressed  by  leaps  and 
bounds  with  ABA.  Doctors  didn’t 
think  he  would  ever  speak,  but,  with 
the  help  of  ABA,  he  started  talking  at 
age  four.” 

Building  Support  Through  Family 

As  any  family  would  adapt  and 
respond  to  the  twists  and  turns  of 
childhood,  so  too  does  the  family  of  a 
child  with  autism.  But  families  of 
children  and  adolescents  with  autism 
must  face  some  unique  challenges 
and  stressors  that  those  of  typically 
developing  youngsters  do  not. 

One  of  the  best  ways  to  manage 
stress  is  to  strive  to  maintain  balance 
in  your  life  and  family.  Designate 


time  to  take  care  of  your  other  chil¬ 
dren,  your  relationship,  and  yourself. 

Siblings  can  play  an  important  role 
in  the  life  of  a  child  with  autism. 
Include  siblings  throughout  all  life 
stages  and  encourage  them  to  devel¬ 
op  independent  relationships  with 
their  brothers  and  sisters  who  have 
autism.  There  are  many  books  for 
and  about  siblings  of  children  with 
special  needs,  and  many  communi¬ 
ties  offer  support  groups. 

Managing  Stress  ta  Maintain  Balance 

Taking  care  of  a  child  with  a  disability 
puts  a  lot  of  stress  on  a  relationship  - 
it  is  important  to  discuss  your  feel¬ 
ings  and  thoughts  about  treatment 
with  your  spouse.  Each  of  you  may 
need  support  in  different  ways,  and  it 
is  important  to  communicate  about 
your  needs.  If  your  spouse  is  over¬ 
seas,  it  is  even  more  critical  to  main¬ 
tain  a  constant  dialogue  through  e- 
mail,  text  messaging,  or  phone  calls 
about  the  progress  your  child  is  mak¬ 
ing,  how  it  has  impacted  the  rest  of 
the  family,  and  how  to  support  one 
another. 

It  will  take  a  significant  amount  of 
time  and  energy  to  develop  and  sus¬ 
tain  appropriate  services  for  your 
child  with  autism,  Eor  the  spouse 
who  is  living  on  the  installation,  it  is 
helpful  to  develop  a  support  network. 

Jodi  Davidson,  Gabe’s  mother,  talks 
about  the  challenges  she  faces  when 
husband  Christopher  is  deployed  for 
six  months  at  a  time.  “It’s  very  stress¬ 
ful  for  me,  the  parent  left  behind.  It’s 
a  very  long  and  hard  time  when  he’s 
gone,”  she  shares.  Christopher 
acknowledges  the  burden.  “My  heart 
goes  out  to  Jodi,”  he  says.  “She  is  such 
a  strong  woman.  When  I’m  gone,  she 
takes  on  both  our  roles  and  does 
everything,  I  don’t  think  I  would  be 
able  to  do  it,” 

Jodi  finds  ways  to  support  Gabe 
and  find  balance.  “Children  with 
autism  like  consistency,  so  it’s  very 
important  to  keep  life  as  normal  as 
possible  when  a  spouse  is  deployed,” 


About  May  Institute 

May  Institute  is  a  nonprofit  organization 
that  provides  educational,  rehabilitative, 
and  behavioral  healthcare  services  to 
individuals  with  autism  and  other 
developmental  disabilities,  brain  injury, 
mental  illness,  and  other  behavioral 
healthcare  needs.  The  Institute  also  provides 
training  and  consultation  services  to 
professionals,  organizations,  and  public 
school  systems. 

Since  its  founding  over  50  years  ago, 
May  Institute  has  evolved  into  an  award¬ 
winning  national  network  that  serves 
over  25,000  individuals  and  their  families 
annually.  With  corporate  headquarters  in 
Randolph,  Massachusetts,  the  Institute 
operates  more  than  200  service  locations 
in  the  Northeast,  Mid-Atlantic,  Southeast, 
Midwest,  and  on  the  West  Coast.  Six  May 
Institute  schools  serve  children  and 
adolescents  with  autism  spectrum 
disorders  (ASD)  and  other  developmental 
disabilities.  A  seventh  school  serves 
children  and  adolescents  with  brain 
injury. 

An  active  center  of  research  and  training, 
the  Institute  maintains  affiliations  with  more 
than  forty  universities,  hospitals,  and  human 
service  agencies  worldwide. 

May  Institute  is  the  first  nonprofit 
human  services  organization  in  the 
country  to  receive  top  national  honors 
from  the  Society  for  the  Advancement  of 
Behavior  Analysis  (SABA)  and  the 
Association  for  Behavioral  and  Cognitive 
Therapies  (ABCT).  The  Institute  received 
the  2005  Outstanding  Training  Program 
Award  from  ABCT  and  the  2007  Award 
for  Enduring  Programmatic  Contributions 
in  Behavior  Analysis  from  SABA. 

In  2005,  May  Institute  sponsored  the 
initial  development  of  the  National  Autism 
Center,  a  groundbreaking  nonprofit 
organization  dedicated  to  supporting 
effective,  evidence-based  treatment 
approaches  for  autism,  and  to  providing 
direction  to  families,  practitioners, 
organizations,  policy-makers,  and  funders. 
Together,  May  Institute  and  the  National 
Autism  Center  are  committed  to 
identifying  and  applying  universal 
standards  for  the  treatment  of  autism  and 
to  providing  care  and  hope  to  families 
throughout  the  country. 
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she  says.  “It’s  good  to  get  support 
from  other  families  who  have  chil¬ 
dren  with  autism  or  from  friends. 
Sometimes,  you  just  need  a  short 
break.” 

During  periods  of  high  stress,  hav¬ 
ing  a  range  of  accessible  activities 
can  help  you  decompress.  Jodi  finds 
that  short  breaks  help  her  find  bal¬ 
ance.  Think  about  activities  that 
might  help  you  relax  and  feel  good. 
Options  include: 

•  Exercise 

•  Take  a  time-out  for  yourself  -  visit 
with  a  friend  or  curl  up  with  a 
good  book 

•  Call  a  good  friend  or  close  family 
member 

•  Learn  how  to  do  yoga 

•  Pamper  yourself— take  a  long  bath 
or  get  a  massage 

•  Go  out  to  dinner  or  on  a  date  with 
your  spouse  or  a  friend 

•  Organize  respite  care 


•  If  you  are  religious,  turn  to  your 
faith  and  church  friends  for  comfort 

•  Keep  a  journal  to  write  down  your 
thoughts  and  feelings 

•  Develop  a  new  hobby 

•  Listen  to  music 

Attending  to  your  own  needs,  main¬ 
taining  an  awareness  of  the  needs  of 
each  member  of  the  family,  and  putting 
systems  in  place  to  support  the  family 
will  help  lessen  disruptions,  keep  chan¬ 
nels  of  communication  open  and  cre¬ 
ate  an  environment  that  is  healthy,  lov¬ 
ing,  and  supportive  for  everyone, 
including  the  child  with  autism. 

With  effort  and  communication, 
families  can  get  through  the  challeng¬ 
ing  times  and  come  out  stronger  in  the 
end.  “The  last  time  I  returned  home 
from  being  deployed,”  Christopher 
remembers,  “Gabe  hugged  me  and 
wouldn’t  let  go  for  about  an  hour  and 
a  half.  I  knew  he  still  loved  me  just  as 
much  as  when  I  left.”  • 


Alan  Harchik,  PhD,  BCBA,  is  May  Institute's  Chief 
Operating  Officer,  a  licensed  teacher  of  children 
with  disabilities.  Board  Certified  Behavior 
Analyst,  and  a  member  of  the  leadership  team  of 
the  National  Autism  Center.  Dr.  Harchik  has 
extensive  expertise  in  the  areas  of  autism  and 
applied  behavior  analysis  and  has  been  pub¬ 
lished  in  a  variety  of  professional  journals.  He 
writes  a  monthly  column  on  autism  and  other 
disabilities  for  The  Republican  newspaper  in 
West  Springfield,  Massachusetts  and  serves  as 
an  expert  consultant  for  the  Civil  Rights  Division 
of  the  United  States  Department  of  Justice. 


Lauren  Solotar,  PhD,  is  May  Institute's  Chief 
Psychologist  and  Senior  Vice  President  of 
Clinical  Services.  Dr.  Solotar  is  an  expert  in  cog¬ 
nitive  and  dialectical  behavior  therapies,  and 
specializes  in  anxiety  disorders.  She  has  exten¬ 
sive  experience  working  with  children  and  ado¬ 
lescents.  Her  research  has  been  published  in 
professional  journals,  including  Behavior 
Therapy  and  Journal  of  Consulting  and  Clinical 
Psychology,  and  she  has  written  a  chapter  in 
the  Child  Behavior  Therapy  Casebook. 


NOTE:  Drs.  Harchik  and  Solotar  wrote  all  of  the 
sidebars  in  addition  to  the  main  article. 


May  Institute  Locations 

May  Institute  operates  more  than  200  programs  across  the  country.  A  list  of  its  corporate  and  regional  offices  follows; 


May  Institute  Corporate  Headquarters 

41  Pacella  Park  Drive 
Randolph,  MA  02368 
1-800-778-7601 
info@mayinstitute.org 

May  Institute,  Northeast  Region 

Southeastern  Massachusetts 
37  Purchase  Street 
Fall  River,  MA  02720 
508-675-5888 
info@mayinstitute.org 
Western  Massachusetts 
1111  Elm  Street,  Suite  7 
West  Springfield,  MA  01089 
413-734-0300 
info@mayinstitute.org 
Cape  Cod 
722A  Main  Street 
Yarmouthport,  MA  02675 
508-362-5647 
info@mayinstitute.org 
Connecticut 

360  Tolland  Turnpike,  Suite  2D 
Manchester,  CT  06042 


860-643-9844 

info@mayin5titute.org 

Maine 

95  US  Route  One 
Freeport,  ME  04032 
207-865-1993 
info@mayinstitute.org 

May  Institute,  Mid-Atlantic  Region 

1900  Mount  Holly  Road 

Building  1,  Suite  A 

Burlington,  NJ  08016 

1-800-778-7601 

info@mayinstitute.org 

May  Institute,  Southeast  Region 

Georgia 

280  Interstate  North  Circle,  Suite  430 
Atlanta,  GA  30339 
770-956-8511 
info@mayinstitute.org 
Southeast  Regional  Autism  Center 
705  17th  Street,  Suite  401 
Columbus,  GA  31901 
706-571-7771 
info@mayinstitute.org 


Florida 

1409  Kingsley  Avenue,  Suite  1A 
Orange  Park,  FL  32073 
904-269-0773 
info@mayinstitute.org 

May  Institute,  Midwest  Region 

900  West  Heading  Avenue 
Building  A 

West  Peoria,  IL  61604 

1-800-778-7601 

info@mayinstitute.org 

May  Institute,  West  Coast  Region 

5400  Soquel  Avenue,  Suite  F 
Santa  Cruz,  CA  95062 
831-432-9620 
info@mayinstitute.org 

For  information  about  May  Institute 
programs  and  services,  please  contact 
1-800-778-7601  or  info@mayin5titute.org. 
Visit  May  Institute's  Web  site,  at 
www.mayinstitute.org. 
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Accessible 
Vans  &  Mobility. 


i 

bmpanies  That  Car 

“Mobilizing” 

Wounded  Veterans 

By  Maria  Caroff 


accessible  mobility 
I  1^  dealership,  Accessible 
I  I  I  V>  Vans  S.  Mobility  (AVM), 
while  not  involved  in  a  formal  pro¬ 
gram  of  vehicle  donation,  is  very  open 
to  the  need  for  help  when  they  are 
approached.  AVM  made  a  van  dona¬ 
tion  to  the  family  of  First  Class  Petty 
Officer  David  Hall,  of  the  United  States 
Navy,  and  his  wife  Thnya,  whose  three 
children  have  a  rare  genetic  disorder 
that  limits  their  mobility  and  will  like¬ 
ly  further  limit  it  in  the  future.  One  of 
10  mobility  dealerships  contacted  by 
EP  Global  Communications,  Inc., 
when  a  physician  for  the  Hall  family 
spoke  with  HP’s  CEO  Joseph  Valenzano 
about  the  family’s  need  for  greater 
accessibility  and  mobility,  AVM  did  not 
hesitate  to  provide  its  services. 
According  to  AVM’s  marketing 


director,  Heather  Roche,  once  a 
request  has  been  made  for  a  vehicle 
donation,  it  is  often  a  matter  of  find¬ 
ing  the  right  vehicle  to  meet  the  need 
of  the  person  or  family.  The  Hall  fam¬ 
ily  needed  a  van  that  is  wheelchair 
accessible.  In  this  instance,  there 
happened  to  be  a  van  at  AVM’s 
Bethpage,  Long  Island,  New  York 
location  that  would  suit  the  family’s 
needs.  A  longtime  customer  of  AVM 
had  left  his  vehicle  on  consignment 
with  AVM  when  he  moved  to  Florida. 
The  price  had  already  been  lowered, 
but  when  AVM  spoke  with  the  gentle¬ 
man  about  the  need  for  a  vehicle  for 
the  Hall  family,  he  lowered  his  asking 
price  by  at  least  $4,000,  making  the 
donation  even  more  feasible. 

The  presentation  of  the  van  to  the 
Hall  family  on  March  14  was  the  cul¬ 


mination  of  the  efforts  of  a  variety  of 
people  within  AVM.  Contact  in  person 
and  via  telephone  and  email  with  the 
personnel  of  AVM  creates  a  strong 
impression  of  genuineness  and  caring, 
and  a  feeling  that  these  folks  fit  their 
avocation  -  one  had  the  sense  that  the 
presentation  of  the  van  was  not  about 
the  employees  or  their  efforts  but  an 
act  from  their  hearts  and  a  genuine 
desire  to  do  good  for  others. 

“We’re  lucky,”  said  Roche  during  a 
later  telephone  interview,  describing 
the  company  as  having  a  team 
atmosphere.  “We’re  really  develop¬ 
ing  relationships  with  people,”  she 
indicated,  “As  a  good  corporate  citi¬ 
zen,  we  want  to  help  people  find 
resources,”  she  said.  “Very  rarely 
would  we  say  to  someone,  there’s 
nothing  we  can  do.  We  always  want 
to  try  to  help  in  some  way,”  even  if  it 
is  “finding  funding  resources  for  peo¬ 
ple,”  she  said.  “It’s  more  of  a  family 
type  of  business.”  That  showed. 

The  Hall  family  drove  from  their 
home  in  Virginia  Beach,  Virginia,  to 
pick  up  the  van  at  the  AVM  dealership 
in  Norristown,  Pennsylvania,  just 
northwest  of  Philadelphia.  Prior  to  the 
family’s  arrival,  final  touches  were 
made  to  the  converted  van,  which  had 
been  serviced  and  detailed.  The  family 
enjoyed  exploring  the  vehicle  and  was 
pleased  with  the  bonus  of  the  unex¬ 
pected  DVD  player,  which  will  help  to 
keep  the  children  entertained  during 
travel.  Service  technicians  made  some 
adjustments  to  the  vehicle  while 
paperwork  was  completed.  The  van  is 
a  full-sized  2002  Ford  E-250.  Co-owner 
and  vice  president  William  Blaser  cred¬ 
ited  co-owner  and  president  Jack 
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Christopher  gets  to  try  the  lift  on  the  family's  new  van, 
with  help  from  his  Dad  and  AVM's  William  Blaser. 


Donovan  with  much  of  the  effort  for 
making  the  donation  and  presentation 
occur  for  the  family.  Roche  and  many 
others  also  coordinated  efforts  for  pres- 
entation  of  the  van, 

AVM  is  a  regional  accessible  prod¬ 
ucts  company  with  products  includ¬ 
ing  new  and  pre-owned  accessible 
vehicles,  adaptive  driving  aids,  scoot¬ 
ers,  lifts/ramps,  home  accessibility 
products,  and  accessible  vehicle 
rentals.  The  company’s  dealerships 
are  in  Pennsylvania,  New  York/Long 
Island,  New  Jersey,  Delaware,  and 


Southern  Connecticut.  AVM  services 
the  vehicles  they  sell,  and  twenty- 
four-hour  emergency  service  is  avail¬ 
able  at  all  of  the  AVM  service  loca¬ 
tions.  AVM  is  a  Quality  Assurance 
Program  (QAP)-certified  dealer  with 
the  National  Mobility  Equipment 
Dealers  Association  (NMEDA),  and  is 
a  member  of  the  Adaptive  Driving 
Alliance.  The  company  participates 
in  a  variety  of  conferences  and  expo¬ 
sitions  throughout  the  year. 

To  LEARN  MORE  ABOUT  ACCESSIBLE  VANS 
&  Mobility,  call  1-800-850-8267  or 


VISIT  THE  AVM  Web  site  at 
http://www.avmvans.com.  Links  within 
THE  AVM  Web  site  include  a  list  of 
FUNDING  resources:  http://www.avm- 
vans.com/Sections-read-30.html. 


y* 


Family  Lives  Life  Fully 

in  the  Face  of  a  Rare  Geneiic 
Disorder  for  All  Three  Children 


''We  give  them  more  love 
than  anything. " 

—Mother,  Tanya  Hall 

EP  was  privileged  to  be  able  to  talk  with  its  contacts  in  the 
accessible  mobility  industry  when  a  United  States  Navy 
family’s  developmental  pediatrician.  Dr.  Gretchen  Meyer, 
contacted  EP’s  CEO  Joseph  Valenzano  to  see  whether  EP 
might  be  able  to  facilitate  the  donation  of  a  van  to  the  fam¬ 
ily  to  help  with  mobility  issues  for  the  children.  Many  of  the 


mobility  companies  that  were  contacted  were  quickly  and 
positively  responsive.  Accessible  Vans  &  Mobility  (AVM) 
was  one  of  the  initial  companies  to  respond,  indicating, 
“We  want  to  do  anything  possible  to  help  this  family.  ”  AVM 
made  the  donation  of  the  van  to  the  David  and  Tanya  Hall 
family  on  March  14.  EP  was  therefor  the  presentation  and 
took  an  opportunity  to  sit  down  and  interview  the  family. 
To  view  a  videotape  of  the  interview  with  the  Hall  family, 
visit  the  EP  Web  site,  at  www.eparent.com.  EP  also  spoke 
with  the  family  via  telephone  on  a  few  other  occasions. 

•  By  Maria  Caroff 


When  you  meet  the  Hall  fami¬ 
ly  at  a  van  dealership  in 
Pennsylvania,  five  hours 
away  from  their  home  in  Virginia, 
the  overriding  sensation  is  one  of 
normalcy,  as  you  sit  down  with  Mom, 
Tanya;  Dad,  David;  Christopher,  13; 
Tiffany,  12;  and  Aaron,  9.  The  chil¬ 
dren  are  active.  Mom  and  Dad  allow 
them  their  freedom  to  explore  but 
redirect  them  as  needed.  The  kids  are 
curious,  pointing  out  different  items 


and  oddities  that  they  observe  in 
their  unfamiliar  environment, 
among  a  group  of  people  whom  they 
have  just  met.  They  smile  easily. 

But  not  so  easy  to  smile  is  their 
Mom,  whose  cautious  expression 
and  demeanor  make  a  powerful  first 
impression.  Their  father  speaks  prac¬ 
tically  but  then  with  some  reserve 
when  the  conversation  becomes  spe¬ 
cific,  about  the  children’s  diagnosis. 
All  three  children  were  diagnosed 


last  August  with  a  rare  genetic  disor¬ 
der,  GMl  gangliosidosis.  There  is  cur¬ 
rently  no  cure  for  this  progressive 
disorder.  There  are  three  forms  of 
GMl  gangliosidosis:  infant,  juvenile, 
and  adult.  The  Hall  children  were 
diagnosed  with  the  juvenile  form. 
Within  the  United  States,  about  five 
cases  of  juvenile  GMl  are  diagnosed 
each  year,  estimates  geneticist  Dr. 
Cynthia  Tlfft,  Chief  of  the  Division  of 
Genetics  &  Metabolism  at  the  Center 
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The  Hall  Family 


Above:  Aaron  gets  a  hand  from  AVM's  William 
Blaser,  as  he  tries  out  the  lift  on  the  family's 
new  van. 


Below:  Tiffany  looks  like  she  feels  right  at 
home,  as  she  sits  inside  the  family's  new  van. 


for  Neuroscience  and  Behavioral 
Medicine,  at  Children’s  National 
Medical  Center  in  Washington,  D.C. 
The  disorder  can  cause  developmen¬ 
tal  delays  and  the  loss  of  develop¬ 
mental  progress  that  has  already 
been  made. 

For  two  parents  who  carry  the 
gene  that  causes  the  disorder,  there  is 
a  one  in  four  chance  with  each  preg¬ 
nancy  that  the  child  could  have  GMl . 
It  is  a  difficult  disorder  to  diagnose, 
since  the  symptoms  mimic  other  dis¬ 
orders  such  as  cerebral  palsy.  Until  a 
couple  has  a  child  with  GMl  gan¬ 
gliosidosis,  “you  don’t  even  know 
you  are  a  carrier,”  says  Dr.  Tifft. 
“You’re  perfectly  healthy.” 

It  did  take  some  time  for  a  diagno¬ 
sis  for  the  Hall  children.  Tanya 
describes  that  when  Christopher  was 


three  years  old,  “he  was  walking  but 
he  wasn’t  talking.  He  was  kind  of 
walking  on  his  tippy-toes.”  Tiffany,  13 
months  younger  than  Christopher, 
“went  the  same  route  as  Christopher,” 
but,  “I  just  figured  that  she  was  mim¬ 
icking  her  brother,”  says  Tanya.  Aaron 
was  “not  talking  when  he  was  two,” 
and  Tanya  thought  that  maybe  it  was 
because  he  was  around  his  brother 
and  sister  who  were  not  talking.  The 
Halls  were  told  at  one  point  that 
Christopher  and  Tiffany  had  cerebral 
palsy.  After  multiple  attempts  at  a 
diagnosis,  the  family  was  referred  to 
Children’s  Hospital  of  Philadelphia 
(CHOP).  Christopher  was  diagnosed 
in  August  at  CHOP,  and  Tiffany  and 
Aaron  were  then  tested  as  well, 
receiving  the  same  diagnosis. 

According  to  Dr.  Tifft,  because  of 
the  rarity  of  GMl  gangliosidosis,  it  is 
not  uncommon  for  a  diagnosis  to 
take  years.  “The  key  piece  was  not 
that  the  diagnosis  was  made;  the  key 
piece  was  that  somebody  some¬ 
where  said,  you  know,  the  genetics 
doctors  need  to  see  you,”  she  said. 

When  the  Halls  received  the  diag¬ 
nosis  of  GMl  gangliosidosis,  they 
felt,  “not  really  shocked,”  David  said. 
“We  were...  It’s  like  a  car  accident. 
We’ve  read  about  storage  diseases  on 
the  Internet,  and  we  were  praying 
that  it  wasn’t  that.  So,  it  kind  of  took 
us  for  a  ride  that  we  weren’t  prepared 
for  and  didn’t  want  to  go  on,” 

When  asked  whether  the  children 
have  any  concept  of  all  that’s  tran¬ 
spired  since  last  year,  “No,”  say  Tanya 
and  David,  shaking  their  heads. 
“Thank  God,”  says  David.  “I  don’t 
want  them  to  know.  I  want  them  to 
live  their  lives  as  happily  as  they  can, 
for  as  long  as  they  can.” 

Regarding  what  he  would  like  to  see 
the  children  be  able  to  do,  he  says, 
“Just  to  be  able  to,  every  day,  do  what 
they  enjoy  doing.  They’re  kids.  First 
and  foremost,  they’re  kids.  They  want 
to  go  and  have  fun.  That’s  what  I  want 
for  them.  I  want  them  to  go  out  and 


have  a  good  time,  to  be  able  to  have  a 
good  time.  It  helps  that  we  have  done 
it  for  so  long,  so  we  kind  of  have 
knowledge  of  what  to  do  for  them  and 
how  to  give  them  a  good  time.” 

And  what  would  Mom  specifically 
want  for  the  children?  “That  they 
find  a  cure  for  it,”  she  says,  emotion 
cracking  her  cautious  demeanor.  (See 
the  sidebar  that  accompanies  this 
story  for  more  information  about 
current  research  and  potential  treat¬ 
ments  being  studied  for  GMl .) 

Since  at  the  present  time  there  is  not 
a  cure  for  the  disorder,  David  says,  “All 
we  can  do  is  treat  the  symptoms  that 
come  with  it.”  Christopher  walked 
with  a  walker  for  a  period  of  time, 
according  to  Tanya.  In  September 
2007,  “he  just  stopped  walking.  He  can 
crawl,”  she  said.  Christopher  was 
scheduled  for  hip  dysplasia  surgery  in 
April.  “Hopefully,  he’ll  start  walking 
again,”  said  Tanya.  “That’s  what  we 
want.  It’s  not  guaranteed.  He  wants  to 
walk  so  bad.  He  tries,”  she  said. 

Tiffany  also  was  scheduled  for  sur¬ 
gery  in  April,  to  remove  rods  previ¬ 
ously  placed  in  her  legs  during  sur¬ 
gery  to  correct  pigeon  toes;  she  also 
had  correction  for  hip  dysplasia  dur¬ 
ing  that  first  surgery.  Prior  to  the  sur¬ 
gery,  she  had  stopped  walking.  She 
was  to  have  her  hamstrings  length¬ 
ened  during  this  April’s  surgery.  It  is 
anticipated  that  Aaron  might  need 
surgery  in  a  few  years.  Christopher, 
Tiffany,  and  Aaron  all  receive  physi¬ 
cal,  occupational,  and  speech  thera¬ 
py.  Tanya  is  attempting  to  coordinate 
therapies  so  that  all  three  children 
can  receive  therapy  on  the  same  day. 

The  strongest  impression  you  gain 
from  the  Hall  family  is  one  of  love  - 
love  of  the  parents  toward  the  chil¬ 
dren,  love  of  the  children  toward 
their  parents,  and  love,  respect,  and 
support  between  Tanya  and  David. 
“We  lean  a  lot  on  each  other,”  says 
David  of  Tanya  and  him.  “We  have  to. 
Our  families  help  a  lot,  but  there’s 
only  so  much  they  can  do  because 
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they  have  their  own  situations  they 
have  to  deal  with.  So,  we  really  have 
to  rely  on  each  other  more  than  any- 
thing  at  all.”  Over  the  course  of  sev- 
eral  conversations  with  Tanya,  it  is 
good  to  feel  her  appear  less  cautious 
and  to  hear  happiness  in  her  voice  as 
she  relates  family  stories. 

David,  36,  is  a  first  class  petty  offi¬ 
cer  in  the  United  States  Navy,  sta¬ 
tioned  at  Naval  Station  Norfolk,  in 
Norfolk,  Virginia,  where  he  is  a  sys¬ 
tems  technician  working  on  ships’ 
gas  turbine  engines.  Tanya,  34,  is  a 
full-time  medical  assistant  for  an 
ophthalmologist  who  also  performs 
liposuctions.  She  has  been  working 
there  since  September,  after  having 
served  an  externship  in  the  office.  “I 
wanted  to  do  something  for  myself,” 
she  says,  explaining  that  she  had 
been  a  stay-at-home  mom  for  a 
while.  “1  love  working  there.” 

Because  of  the  stress  of  the  diagno¬ 
sis  and  the  energy  involved  in  caring 
for  three  children  with  varying  degrees 
of  special  needs,  are  Tanya  and  David 
worn  out?  “That’s  every  day,”  said 
David.  “But  once  you  get  into  a  cycle 
and  you’re  doing  it  for  a  long,  long 
time,  you  get  used  to  it.  But,  it’s  always 
in  the  back  of  your  mind  that  one  day 
will  come  when  you  won’t  be  able  to 
handle  the  situation.  Because  the  end 
result  will  be  . . .  you  know  ...  1  don’t 
want  to  say  it  out  loud.” 

Christopher  and  Tiffany  have  been 
able  to  make  a  wish  through  the 
Make-a-Wish  Foundation®,  and 
Aaron  will  be  able  to  do  the  same. 
Last  November,  for  Christopher’s 
wish,  the  family  visited  Montgomery 
County,  New  York,  home  to  Orange 
County  Choppers,  Inc.  “We  actually 
stayed  at  West  Point,  at  the  hotel 
there  on  the  grounds,”  said  Tanya. 
They  were  there  during  the  weekend 
of  the  big  Army-Navy  game.  “We  got 
to  eat  with  the  cadets.”  The  children 
were  treated  extremely  well  by  the 
folks  from  Orange  County  Choppers 
and  West  Point,  Tanya  indicates. 


At  the  end  of  March,  the  family  vis¬ 
ited  Disney  World,  for  Tiffany’s  wish. 
“It  was  good,”  said  Tanya,  “The  kids 
didn’t  want  to  come  home,  of  course. 
Aaron  said  he  wants  to  move  to 
Disney  World.”  The  kids  were  crying 
when  they  had  to  leave. 

For  his  wish,  “Aaron  wants  to  see 
the  Superman  Monster  Truck,”  says 
his  mother.  They  will  wait  a  little 
while  before  doing  that,  to  be  careful 
about  taking  time  off  from  their  jobs. 

The  children  play  Challenger  Ball, 
and  each  has  distinctive  tastes. 
Christopher  loves  the  radio,  all  kinds 
of  music,  according  to  his  mother.  Fie 
enjoyed  listening  to  Christmas  songs, 
she  said,  and  after  Christmas  when  he 
would  hear  “church  music”  on  the 
radio,  he  thought  it  was  Christmas 
music.  He  flips  through  the  radio  sta¬ 
tions  every  night  and  will  “sing  along” 
to  the  music.  Although  he  cannot  talk, 
his  mother  says,  he  enjoys  singing 
“The  Star  Spangled  Banner”  and 
knows  many  of  the  words  pretty  well. 

Christopher  is  “so  much  more  aware 
cognitively  than  one  would  know,”  says 
Dr,  Gretchen  Meyer,  the  family’s  devel¬ 
opmental  pediatrician  at  Naval  Medical 
Center  Portsmouth,  in  Portsmouth, 
Virginia,  and  this  was  borne  out  in  the 
experience  of  meeting  him. 
Additionally  although  Christopher  is 
not  able  to  walk,  he  is  able  to  do  his 
own  toileting  and  take  his  own  bath 
after  someone  has  put  him  in  the  tub. 
Dr.  Meyer  felt  that  the  mobility  that  a 
van  would  provide,  with  the  ability  to 
allow  Christopher  to  use  a  motorized 
wheelchair,  would  make  a  “huge  quali- 
ty-of-life”  difference  for  him  and 
decrease  the  challenge  and  frequency 
of  lifting  him  as  he  gets  bigger. 

Currently  Aaron  has  the  fewest 
limitations.  He  is  able  to  walk  and 
run,  Tanya  describes  Aaron  during 
the  family’s  morning  routine.  “Aaron 
is  the  hardest  one  to  get  ready,”  she 
says.  “He  wants  me  to  scratch  his 
back  every  morning.”  Aaron  laughs 
shyly  when  his  mother  says  this. 


“And  his  feet,”  she  says,  with  a  smile 
on  her  face.  Does  she  accommodate 
him?  “I  do,”  she  says,  smiling  at  him 
indulgently,  while  he  grins  back. 
She’ll  often  have  to  tickle  him  to  get 
him  moving  out  of  bed,  she  said.  For 
Aaron,  a  highlight  of  seeing  the  fam¬ 
ily’s  new  van  at  AVM  was  the  beauti¬ 
ful  big  red  bow  that  presented  a 
bright  welcome.  Responding  to  his 
fascination  with  the  colorful  decora¬ 
tion,  AVM  vice  president  William 
Blaser  gave  the  bow  to  Aaron  to  keep. 

During  the  time  that  paperwork 
was  being  completed  at  AVM,  Tiffany 
sat  with  her  legs  crossed  in  her 
wheelchair,  looking  for  all  the  world 
like  a  teenage  girl  indulging  in  win¬ 
dow-shopping  via  browsing  maga¬ 
zines.  “Every  time  I  get  a  magazine  in 
the  mail,  it’s  hers.  I  can  never  look  at 
it,”  says  Tanya.  “Every  time  the  mail¬ 
man  comes,  she  says,  ‘Book,  book.’” 
In  the  Sunday  paper,  she  particularly 
likes  to  look  at  babies,  swimming 
pools,  and  toys,  Tanya  said.  Tiffany  is 
Mommy’s  girl,  says  Tanya. 

The  family’s  routine  is  well  set,  “I 
get  up  (by)  6:30  on  the  weekdays,  and 
I  wake  Aaron  up  at  7:00  -  try  to,” 
says  Tanya.  Tiffany  is  usually  up  by 
the  time  she  hears  her  father’s  car 
leave.  Christopher  is  usually  up  as 
well,  with  he  and  Tiffany  often  up  by 
5:30.  If  the  children  have  not  had 
their  baths  the  night  before,  Tanya 
will  get  them  ready  that  morning. 
Sometimes  she  can  sleep  until  6:30, 
and  she  and  David  take  turns  sleep¬ 
ing  in  one  weekend  morning. 

While  David  and  Tanya  can  receive 
up  to  two  calls  per  week  at  their  jobs 
related  to  a  need  for  the  children, 
both  indicate  that  their  jobs  are 
accommodating.  “They  knew  about 
my  kids  before  they  hired  me.  If  I 
need  to,  they’ll  let  me  go,”  says 
Tanya.  “The  military  knows  what’s 
going  on  with  the  kids.  So,  they  give 
us  some  leeway,  which  is  nice,”  said 
David.  “If  there  was  no  understand¬ 
ing  ...  I  don’t  think  we’d  be  able  to 
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make  it.  You  know,  there  are  certain 
things  we  can  take  and  certain  things 
we  can’t  take.” 

For  school,  “All  three  of  them  are 
in  school  in  the  same  kind  of  class. 
Plus  they’re  around  other  kids,  so  it’s 
a  social  interaction  as  well,”  said 
David.  In  the  afternoon,  Aaron  and 
Tiffany  go  to  daycare  when  they  get 
out  of  school,  said  Tanya.  “They’re 
there  until  5:00,  5:30.  If  my  husband 
gets  home,  then  he’ll  pick  them  up 
on  some  days.  And,  if  not,  then  I’ll 
pick  them  up  when  I  get  off  work 
and  get  over  there  by  5:30.  They’re 
with  normal  kids,  because  she’s  the 
only  one  that’s  there  with  special 
needs.”  For  Aaron,  “I  don’t  consider 
him  special  needs  like  Tiffany  and 
Christopher,  because  he  can  do  a  lot 
on  his  own.  He  can  actually  make  his 
own  sandwich,”  said  Tanya. 

The  children  tend  to  be  their  own 
playmates  at  home.  “I’m  not  really 
sure  why  the  kids  don’t  want  to  play 
with  them”  in  the  neighborhood,  says 
Tanya.  “Now,  when  we  actually  buy 
something  new  and  we  put  it  in  the 
front  yard,  all  the  kids  want  to  come 
and  play  on  It.  But  once  It’s  gone  and 
the  kids  are  outside  by  themselves 
without  it,  they  don’t  come  around,” 
she  says.  She  indicates  that  maybe  it 
is  because  they  don’t  know  what  to 
say,  noting  that  the  children  look  nor¬ 
mal  but  talking  with  them  can  be  dif¬ 
ficult.  “You  do  have  to  be  around 
them  a  lot  to  understand  what  they’re 
trying  to  say,”  said  David. 

The  family  is  enjoying  the  van. 
“They  love  it,”  Tanya  says  of  the  chil¬ 
dren.  “On  the  way  home  from 
Pennsylvania,  the  boys  watched 
movies  all  the  way  home.  (David)  did¬ 
n’t  hear  a  word  from  them.  Every 
time  they  get  in  the  van  now,  they 
want  to  have  a  movie,”  even  if  they’re 
going  to  the  store  and  there  is  not 
enough  time  to  watch  a  movie.  The 
lift  has  proven  beneficial,  and  the 
family  has  had  Christopher  in  the 
van  both  in  his  wheelchair  and  seat¬ 


ed  in  one  of  the  van  seats. 

The  family  found  out  about  the 
possibility  of  a  van  donation  through 
Dr.  Meyer.  Dr.  Meyer  “actually  asked 
us  one  day  if  we  would  mind  a  donat¬ 
ed  van,”  said  David.  “We  didn’t  at  all. 
Anything  to  make  our  lives  just  a  lit¬ 
tle  bit  easier  is  always  something  to 
reduce  stress  in  the  household,  to 
brighten  up  the  smiles  or  just  the 
faces  of  everybody  in  the  house.” 

David  and  Tanya  focus  on  brightening 
the  lives  of  their  children.  They  engage 
in  a  balancing  act.  There  are  times  when 
they  have  a  hard  time  refusing  to  buy  a 
toy  or  another  item  for  the  children, 
Tanya  indicates,  citing  an  example  of  a 
toy  that  Tiffany  wanted  during  a  recent 
trip  to  Toys  ‘R’  Us.  Yet,  “We  say  ‘no’  more 
than  we  say  ‘yes,’”  she  said.  “We  give 
them  more  love  than  anything.” 

In  interactions  with  other  people, 
the  parents  are  clear  on  what  they 
want  for  the  children.  “We  don’t 
want  them  being  treated  any  differ¬ 
ently,”  Tanya  said. 

The  Halls  receive  primary  health¬ 
care  through  the  military  healthcare 
system.  They  are  also  working  with 
Dr.  Tifft,  at  Children’s  National 
Medical  Center.  When  asked  whether 
they  have  contact  with  other  families 
who  have  a  member  with  a  GMl  gan¬ 
gliosidosis  diagnosis,  David  indicated 
that  Dr,  Tifft  “mentioned  a  couple  of 
families  that  were  in  the  central 
United  States.  We  haven’t  been  able 
to  get  in  contact  with  them  yet,”  he 
said.  “We  don’t  personally  know  any¬ 
body  with  kids  with  this  disease,” 
said  David.  He  believes  that  the 
opportunity  to  talk  with  others  who 
have  a  family  member  with  a  GMl 
gangliosidosis  diagnosis  could  poten¬ 
tially  be  helpful.  “You  never  know 
what  one  family  will  go  through 
(compared)  to  another  family.  It’s 
always  good  to  look  for  better  ways 
of  doing  things.  So,  if  one  family  has 
kids  with  GMl  and  knows  a  certain 
way  to  do  stuff,  and  we  know  a  cer¬ 
tain  way,  and  one’s  easier  than  the 


other,  then  the  families  actually  need 
to  talk  with  each  another,”  he  said. 

According  to  Sandra  Yang,  genetics 
counselor  on  the  team  with  Dr.  Tifft  at 
Children’s  National  Medical  Center, 
they  are  not  aware  of  any  large  support 
group  currently  available  for  families 
with  a  member  or  members  with  GMl 
gangliosidosis.  However,  when  families 
that  they  work  with  are  open  to  contact, 
with  the  families’  permission,  they  will 
connect  them  with  one  another.  Yang 
noted  the  option  of  support  groups  that 
exist  under  a  larger  umbrella  of  rare 
disorders  (e.g.:  National  Organization 
for  Rare  Disorders  (NORD); 
http://www.rarediseases.org). 

As  one  area  of  support  and  under¬ 
standing,  the  Halls  are  enrolled  in  the 
Exceptional  Family  Member  Program 
(EFMP)  with  the  U.S.  Navy,  Due  to  the 
children’s  special  needs,  the  family 
has  been  placed  in  a  category  in 
which  they  will  not  be  moved,  to 
ensure  that  the  children  can  receive 
consistent  care  at  the  level  that  is 
needed.  David  has  been  in  the  United 
States  Navy  for  1 7  years. 

This  simplifies  matters.  The  fami¬ 
ly’s  priorities  are  apparent  from 
observation  and  conversation  with 
Tanya  and  David.  “First  and  foremost, 
my  family  comes  first,  no  matter 
what,”  says  David.  “I  live  every  day 
with  my  kids  like  it  is  their  last  day,” 
says  Tanya. 

To  LEARN  MORE  ABOUT  GMl  GANGLIOSI¬ 
DOSIS  AND  OTHER  DISORDERS  OR  DISEASES, 
The  National  Library  of  Medicine 
(NLM),  A  COMPONENT  OF  THE  NATIONAL 
Institutes  of  Health  (NIH)  within  the 
U.S.  Department  of  Health  and  Human 
Services,  offers  free  searches  of  bio¬ 
medical  literature  through  an  Internet 
service  called  PubMed.  Visit: 
http://www.ncbi.nlm.nih.gov/PubMed. 
The  NLM  also  offers  extensive  health 
information  from  NIH  and  other  trust¬ 
ed  SOURCES.  Visit:  www.medlineplus.gov. 

To  LEARN  MORE  ABOUT  CHILDREN’S 
National  Medical  Center,  visit 
http://www.childrensnational.org. 
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EP  Interview  With  Dr.  Cynthia  Tifft 

EP  conducted  a  telephone  interview  with  pediatrician  and  geneticist,  Dr.  Cynthia  J.  Tifft,  Chief  of  the 
Division  of  Genetics  and  Metabolism  at  the  Center  for  Neuroscience  and  Behavioral  Medicine  at 
Children’s  National  Medical  Center,  in  Washington,  D.C,  Dr.  Tifft  is  working  with  the  Hall  family  chil¬ 
dren.  Dr.  Tifft  provided  information  about  gangliosidoses  (GANG-lee-oh-sih-DOE-sees),  including 
GMl  gangliosidosis,  the  diagnosis  of  the  Hall  children.  Highlights  of  the  interview  follow. 


Exceptional  Parent  {EP}: 

layman’s  terms,  how  would  you 
describe  gangliosidoses? 

Dr.  Cynthia  J.  Tifft,  MD,  PhD, 
FAAP,  FACMG  {CT}:  In  order  to 
describe  gangliosidoses,  you  really 
need  to  describe  what  a  lysosomal  stor¬ 
age  disease  is,  because  gangliosidoses 
are  one  of  approximately  40  to  50  dif¬ 
ferent  lysosomal  storage  diseases. 

If  you  can  remember  from  basic 
biology,  there  are  cells,  and  inside  the 
cell  there  Is  another  structure  called 
the  nucleus  where  all  the  genetic 
information  is.  There  are  other  things 
inside  the  cell,  little  bags  of  things  - 
we  call  those  bags  organelles,  as  a 
group,  and  one  of  the  different  kinds 
of  organelles  is  called  a  lysosome.  A 
lysosome  is  just  like  the  body’s  recy¬ 
cling  center.  So,  there  are  40  or  50  dif¬ 
ferent  kinds  of  enzymes  there,  and 
large  molecular  compounds  that  need 
to  be  broken  down  by  the  body  go 
into  those  lysosomes.  And  then 
they’re  chopped  away  one  little  piece 
at  a  time  from  the  end  inward,  so  it’s 
just  like  chopping  away  at  a  piece  of 
chemical,  and  each  of  the  little  chop 
bites  takes  a  different  enzyme. 

So,  for  example,  if  you  had  a  recy¬ 
cling  center  that  recycled  glass  and 
paper  and  plastic,  and  the  conveyor 
belt  to  recycle  the  plastic  broke 
down,  and  that  was  all  stopped  and 
all  the  plastic  coming  in  was  just  sit¬ 
ting  on  the  conveyor  belt  . . .  and  the 
glass  and  the  (paper)  were  fine,  they 
were  working  . . .  let’s  say  there  are  40 
or  50  of  those.  Well,  the  plastic  starts 
to  build  up.  And  pretty  soon,  because 
that  conveyor  belt  doesn’t  work. 


there’s  so  much  plastic  in  the  recy¬ 
cling  center  that  the  whole  thing  is 
full  of  plastic  and  everything  kind  of 
breaks  down.  Gangliosidoses  are  one 
of  the  compounds  that  are  broken 
down  in  these  lysosomes,  so  they’re 
like  the  plastic  conveyor  belt. 

If  you  start  with  GMl  ganglioside, 
which  is  one  of  the  larger  gangliosides, 
you  have  to  chop  off  the  last  sugar  first. 
In  other  words,  GMl  ganglioside,  one 
sugar,  gets  chopped  off.  and  it  makes  a 
compound  called  GM2  ganglioside. 
And  then  there’s  another  enzyme  that 
chops  off  the  end  sugar  for  GM2  gan¬ 
glioside  and  makes... basically,  you’re 
chopping  it  off  one  little  sugar  at  a 
time.  But  you’ve  got  to  go  from  the  out¬ 
side  in.  So,  if  you’re  missing  the 
enzyme  that  does  the  first  chop,  you’re 
stuck.  And  then  the  GMl  builds  up  in 
the  lysosome,  just  like  plastic  builds  up 
in  the  recycling  center. 

{EP  } :  And  why  would  the 
enzyme  be  missing? 

{CT}:  It’s  missing  on  a  genetic 
basis.  There’s  a  genetic  change.  Genes 
come  in  pairs,  and  the  enzyme  neces¬ 
sary  to  break  down  GMl  ganglioside 
is  called  beta-galactosidase.  So,  in 
every  cell  of  everybody’s  body  there 
are  two  genes  for  beta-galactosidase  - 
one  you  got  from  your  mom,  one  you 
got  from  your  dad.  But  if  there’s  a 
genetic  change  in  one  of  those  genes 
so  that  the  enzyme  doesn’t  work, 
then  you’ll  only  have  half  the  amount 
of  beta-galactosidase  you  need.  So,  if 
you  have  half  the  amount  you  need, 
you’re  a  carrier  for  beta-galactosi¬ 
dase.  Now,  fortunately  for  most  peo¬ 


ple,  you  only  need  about  ten  to  twen¬ 
ty  percent  of  beta-galactosidase  activ¬ 
ity  in  order  to  be  perfectly  fine.  So,  if 
you’re  a  carrier  and  you  have  fifty 
percent  activity,  you’re  fine.  You  don’t 
even  know  you  are  a  carrier. 

But,  if  both  parents  are  carriers  -  in 
other  words,  they’ve  got  one  beta- 
galactosidase  gene  that  works  and  one 
that  does  not  work  -  if  you  go  to  have 
kids,  each  parent  can  only  pass  one 
copy  of  each  gene.  So,  if  the  partner  is 
also  a  carrier  and  they  have  one  gene 
that  works  and  one  gene  that  doesn’t 
work,  if  you  sit  down  and  work  out  the 
numbers  -  you  know  it’s  random, 
50/50,  which  gene  you  give  your  kid  - 
if  both  parents  are  carriers,  one  time  in 
four,  each  parent  passes  the  gene  that 
works  and  the  child  has  two  working 
copies,  has  perfectly  normal,  100  per¬ 
cent  activity,  and  is  fine. 

Two  chances  out  of  four,  one  or  the 
other  parent  passes  the  gene  that 
doesn’t  work  and  the  other  parent 
passes  the  one  that  does.  So,  there’s 
two  out  of  four  chances  the  child  will 
be  a  carrier  just  like  the  parents. 

But  one  chance  out  of  four,  both 
parents  pass  the  gene  that  doesn’t 
work,  and  if  they  both  pass  the  gene 
that  doesn’t  work,  now  the  child  has 
no  working  copy  of  beta-galactosi¬ 
dase.  That’s  the  child  that  gets  GMl. 
Their  enzymes  don’t  work,  so  they’re 
not  going  to  break  down  enough 
GMl  to  clear  the  recycling  center. 

So,  when  you  ask  the  question,  in 
how  many  instances  are  there  multi¬ 
ple  children  in  a  family  with  GMl  - 
well,  the  only  way  you  can  have  GMl 
is  if  both  of  your  parents  are  carriers. 
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And  the  risk  for  each  pregnancy  to 
have  a  child  with  GMl  is  one  in  four. 
You  can  actually  do  the  math,  that  if 
you  have  a  one  in  four  chance,  the 
chance  that  you  would  have  three  kids 
with  GMl  is  a  quarter  times  a  quarter 
times  a  quarter,  or  1  in  64,  So,  not  very 
common.  But  it’s  not  impossible. 

Once  you  have  a  child  with  GMl, 
you  know  that  your  risk  is  one  in 
four.  Now,  if  it’s  an  infantile  child  that 
has  onset  very  early,  oftentimes  the 
child  will  have  gotten  sick  and  the 
diagnosis  will  have  been  made 
before  the  family  wants  to  have  more 
children,  and  so  there  is  prenatal 
diagnosis  for  this.  You  can  know  at 
10  or  12  weeks  in  the  pregnancy 
whether  your  child  has  GMl  or  not. 

{EP}:  What  distinguishes  GMl 
from  other  gangliosidoses? 

{CT}:  There’s  (only)  GMl  and 
GM2  gangliosidosis,  and  they’re  very 
similar.  They’re  only  one  step,  one 
sugar,  different  in  the  pathway.  The 
only  thing  that  GMl  kids  tend  to  have 
that  GM2  kids  don’t  is  the  bony 
changes.  In  the  juvenile  form,  they’re 
at  risk  for  bone  changes  in  their 
spine;  they’re  at  risk  for  dysplasia  in 
their  hips.  Kids  with  GM2  would  also 
have  trouble  walking,  and  they  would 
probably  end  up  in  wheelchairs,  but 
they  wouldn’t  have  the  degenerative 
bony  changes  in  their  hips.  So,  really 
the  only  thing  that  distinguishes  GMl 
from  GM2  is  the  bony  change. 

{EP}:  Do  you  have  any  sense  of 
(the  number  of)  GMl  cases  or  infant, 
juvenile,  and  adult  cases? 

(CT}:  For  most  of  the  adult  GMl 
cases,  and  I’ve  never  seen  a  case, 
there’s  a  common  mutation  that  pro- 
duces  adult  GMl  in  the  Japanese  pop- 
ulation.  So  a  lot  of  the  people  working 
on  adult  GMl  are  Japanese  physicians. 

Infantile  is  more  what  we  call  pan- 
ethnic:  It  can  occur  in  any  ethnic 
background.  1  would  say  infantile  is 
the  most  common.  I  think  we  esti¬ 


mated  there  are  10-15  new  cases  of 
GMl  diagnosed  in  the  U.S.  every  year. 

Now,  for  juvenile,  it’s  less  common 
than  that.  I  would  say,  probably  in 
terms  of  new  cases  diagnosed  per 
year,  five  or  less. 

Adult,  1  don’t  know  about  in  this 
country,  because  it’s  really  much 
more  common  in  Japan.  1  don’t  know 
of  any  adult  GMl  patients. 

{EP}  :  We  had  read  online  about  a 
breed  of  cat  with  GMl , 

{CT}:  There’s  a  cat  model  for  GMl . 
There’s  a  cat  model  for  Sandhoff  dis¬ 
ease,  which  is  GM2  gangliosidosis.  And 
there  are  some  naturally  occurring 
mutations  for  these  kinds  of  gangliosi¬ 
doses.  They’re  hard  to  find,  and  the 
colonies  are  hard  to  maintain.  At 
Auburn  University,  they  have  a  large- 
animal/cat/vet-type  presence,  and  then 
the  other  place  where  they  have  a  lot  of 
large-animal  models  is  the  University 
of  Pennsylvania,  in  Philadelphia. 

{EP}  :  Can  much  be  learned,  then, 
for  humans  from  those  (models)? 

{CT}:  Yes,  as  a  matter  of  fact,  there 
is  a  consortium  of  physicians  called 
the  Tay-Sachs  Gene  Therapy 
Consortium,  They  are  working  pretty 
much  simultaneously  on  gene  therapy 
for  GMl  gangliosidosis  and  for  GM2. 
Now,  GM2  is  Tay-Sachs  or  Sandhoff 
disease.  They’re  actually  two  different 
diseases,  but  all  three  of  these  condi¬ 
tions  are  very,  very  similar  to  each 
other.  And,  so,  they  are  working  on 
gene  therapy  for  that.  They’re  hoping 
to  have  clinical  trials  up  and  running 
for  one  or  the  other  or  both  of  the  con¬ 
ditions  within  the  next  three  years. 

What  they’re  doing  now  is  using 
what  they  know  from  mouse  models 
and  scaling  up  to  large-animal  mod¬ 
els.  As  you  might  expect,  to  (do) 
something  like  this  in  terms  of  gene 
therapy,  and  for  these  rarer  diseases, 
takes  a  phenomenal  amount  of  dol¬ 
lars,  and  the  National  Tay-Sachs  and 
Allied  Diseases  Association  with 


other,  private,  donors  has  been  trying 
to  raise  money  for  them  to  at  least 
get  these  studies  off  the  ground. 
They’ve  applied  to  the  NIH  (National 
Institutes  of  Health)  for  what’s  called 
a  program  project  grant,  several  mil¬ 
lion  dollars  in  funding  to  be  able  to 
actually  make  it  happen. 

That’s  probably  the  hottest  thing 
on  the  horizon  at  the  moment.  There 
are  other  types  of  therapies  being 
currently  worked  on  using  small 
molecules. 

{EP}:  Wy  perception  based  upon 
what  you’re  saying  is  there’s  some 
hope  there. 

{CT}:  Oh,  yes.  But  these  are  very 
difficult  diseases  to  deal  with  because 
they  involve  the  central  nervous  sys¬ 
tem,  What  you  should  know  is  that 
gangliosides  are  made  by  every  cell. 
But  the  highest  concentration  of  them 
are  in  the  central  nervous  system. 
They’re  probably  used  for  sending 
messages  between  neurons.  Nobody’s 
exactly  sure  what  gangliosides  do,  but 
that’s  the  thinking.  They  sit  on  the  cell 
membrane  of  the  neuron  and  proba¬ 
bly  help  neurons  communicate  with 
each  other.  So,  when  you  think  about 
proposing  a  therapy  that  involves  the 
brain,  it’s  much  more  difficult  than  a 
therapy  that  involves  the  body. 

For  example,  there  are  a  number  of 
lysosomal  storage  diseases  for  which 
there  is  therapy  replacing  the  enzyme. 
They  can  artificially  synthesize  beta- 
galactosidase  in  large  bioreactors, 
purify  it,  and  give  it  back  to  the  patient 
as  an  intravenous  infusion  every  two 
weeks.  You  can  do  that  for  Gaucher 
(go-SHAY)  disease  -  it’s  farther  down 
in  the  degradation  pathway.  Type  1 
Gaucher  disease  doesn’t  have  central 
nervous  system  problems.  If  you  use 
intravenous  therapy  with  enzyme 
replacement,  you  can  actually  get  the 
enzyme  to  the  cell  that  needs  it. 

Gangliosides  fall  into  a  class  of  mol¬ 
ecules  called  glycosphingolipids.  The 
biggest  part  of  the  problem  with  GM2 
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and  GMl  gangliosidosis  is  in  the 
brain.  There  is  a  barrier  called  the 
blood-brain  barrier  which  prevents 
large  molecules  from  getting  from  the 
blood  circulation  into  the  brain.  So, 
even  if  you  had  the  beta-galactosidase 
enzyme,  and  if  you  made  it  in  large 
quantities  and  tried  to  inject  it  intra¬ 
venously,  it  would  go  to  the  rest  of  the 
body  but  it  wouldn’t  get  to  the  brain 
very  well.  So,  the  biggest  problem  and 
the  biggest  hurdle  in  trying  to  treat  the 
gangliosidoses  is  that  whatever  thera¬ 
py  you  use  has  to  get  to  the  brain,  and 
if  it’s  a  large  molecule  it’s  not  going  to 
get  there.  Now,  this  has  been  a  tougher 
nut  to  crack  than  some  of  the  other 
glycosphingolipid  diseases. 

We’re  getting  further  than  we  were 
before,  but  it’s  hard,  because  these 
are  lethal  diseases.  Part  of  it  is,  you 
can  treat  symptoms,  but  because  it 
involves  the  brain,  the  brain  gets  sick, 
and  parts  of  the  brain  die.  Neurons 
begin  to  die,  and  once  you’ve  lost 
those,  even  if  you  find  the  therapy, 
you  could  help  the  sick  ones,  but 
you’re  not  going  to  get  back  the  ones 
that  have  died.  There’s  a  certain 
regenerative  capacity  to  the  brain,  but 
it’s  not  perfect.  At  some  point,  there 
are  things  that  are  not  retrievable, 
even  if  you  have  the  perfect  therapy  - 
once  the  kids  have  already  started  to 
show  symptoms.  And  it’s  even  truer 
with  the  infantile  disease,  which  pro¬ 
gresses  much  more  rapidly. 

{EP  }:  How  did  you  get  involved 
with  this  particular  research? 

{CT}:  I  am  trained  as  a  pediatri¬ 
cian  and  a  geneticist,  and  when  I  was 
a  post-doctoral  fellow  at  the  NIH,  1 
worked  with  folks  that  were  interest¬ 
ed  in  lysosomal  diseases,  and  I  was 
part  of  the  laboratory  that  created  the 
GM2  -  the  Sandhoff  disease  -  mouse. 
And  we  have  used  that  mouse  in 
looking  at  therapies  using  bone  mar¬ 
row  transplantation,  using  some  of 
these  small  molecules  -  this  is  actual¬ 
ly  the  same  mouse  model  now  that 


the  Tay-Sachs  Consortium  is  using  to 
test  the  mouse  for  gene  therapy. 

{EP  }:  What  do  you  think  posed  a 
difficulty  in  diagnosis  of  the  Hall 
family  children? 

{CT}:  With  the  juvenile  and  adult 
forms  of  these  things,  they’re  rare  and 
people  just  don’t  think  of  them.  And,  I 
think,  these  guys  were  in  the  military 
system,  and  they  hardly  saw  the  same 
person  twice,  so  that  there  was  no 
longevity  in  experience  ...  seeing  the 
patient  and  seeing  the  same  patient 
over  a  year’s  time  and  realizing  what 
was  happening,  how  the  decline  was 
happening.  And,  so,  that’s  part  of  it. 
That’s  a  liability  in  cities  with  big  pedi¬ 
atric  practices  where  different  people 
see  your  kid  every  time,  too.  It’s  not  just 
the  military. 

But,  even  given  that,  if  you  look  at  it, 
the  early  symptoms  are  very  non-spe¬ 
cific.  So,  there  are  many  other  things 
that  are  more  common  diagnostically 
that  are  sort  of  more  likely,  because 
these  are  really  rare.  It  takes  a  while  to 
get  from  the  common  ones  to  the  rare 
ones,  and  it  takes  somebody  really  sit¬ 
ting  down  and  thinking  about  it  to 
come  up  with  (the  correct  diagnosis). 

The  key  piece  was  not  that  the 
diagnosis  was  made;  the  key  piece 
was  that  somebody  somewhere  said, 
you  know,  the  genetics  doctors  need 
to  see  you.  Because  we  deal  with  rare 
(diseases).  So,  you  know,  we’re  going 
to  think  about  (these)  probably  faster 
than  the  average  person  just  because 
that’s  the  kind  of  thing  we  deal  with. 

Often  for  these  things,  a  key  piece  is 
that  instead  of  just  being  delayed  kind 
of  statically,  you  actually  start  to  lose 
skills.  And  that’s  what’s  characteristic 
of  these  lysosomal  diseases.  You  devel¬ 
op  normally  to  a  certain  point,  and 
then  kind  of  plateau  in  your  develop¬ 
ment,  and  then  start  to  lose  stuff  you 
used  to  be  able  to  do.  And  the  red  flag 
for  us  is  the  kid  who  is  losing  skills. 

But,  in  all  fairness,  for  most  of  these  - 
particularly  the  late  juvenile  and  adult 


cases  -  the  diagnostic  odyssey  often 
takes  on  average  about  five  years, 

{EP}  :  It  seems  to  me  that  ...  for 
anybody  who  reads  about  this,  one 
of  the  more  striking  things  is  to  think 
of  a  geneticist. 

{CT}  :  Yes,  I  think  that’s  a  good 
point.  Sometimes  families  are  reluc¬ 
tant  to  do  that,  which  is  why  our  no- 
show  rate  for  new  patients  is  often 
pretty  high,  because  you  can  imagine 
the  stigma  attached  if  somebody’s 
even  suggesting  that  you  have  a  genet¬ 
ic  diagnosis.  And,  obviously,  none  of 
us  have  any  control  over  which  genes 
we  pass  our  kids.  But  there  is  a  stigma 
attached  to  having  a  genetic  condition, 
and,  so  often,  even  when  people  are 
referred  to  genetics,  it  takes  them  two 
or  three  appointments  just  to  get 
there... It’s  sort  of,  too  personal. 

{EP}  :  It  makes  me  think  that  the 
more  education  there  is  ...  is  rather  key. 

{CT}:  Right  now,  the  technology 
is  becoming  available  and  there  is  a 
whole  push  to  get  a  number  of  lyso¬ 
somal  storage  diseases  as  part  of  the 
newborn  screening  panel.  It’s  basical¬ 
ly,  at  this  point,  disorders  for  which 
there  is  a  therapy.  But  since  we  think 
that  GMl  and  GM2  may  have  some 
therapies  in  the  not-too-distant 
future,  certainly  the  technology  is 
there  to  do  testing  for  these  as  part  of 
the  newborn  screening.  So,  what  you 
would  pick  up  then  would  be  chil¬ 
dren  who  are  affected  but  still  haven’t 
shown  any  symptoms  yet.  And,  obvi¬ 
ously,  therapy  is  going  to  be  much 
more  successful  the  sooner  you  deliv¬ 
er  it.  So  then  you  begin  to  eliminate 
the  damage  to  neurons  that’s  already 
happening,  that’s  Irreparable.  So, 
that’s  another  thing  that’s  kind  of 
coming,  I  would  say,  in  the  next  five 
to  seven  years,  so  that  every  newborn 
would  get  screening  for  some  of 
these  lysosomal  disorders.  We’re 
working  on  it  from  several  different 
angles.  • 
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MAKING  MOBILITY  ACCESSIBLE 


w  see  Segways  nearly  everywhere  you  look  today. 

I OU  Police  ride  them  through  the  streets  of  their 
cities.  Security  guards  ride  them  through  the  malls.  Tour 
groups  ride  them  around  monuments.  Veterans  ride  them 
almost  anywhere. 

Segways  are  two-wheeled  vehicles  that  look  like  a  toy 
but  have  proved  to  be  serious  transportation.  When  Dean 
fCamen  unveiled  the  Segway  Personal  Transporter  (PT)  on 
ABC’s  Good  Morning  America,  he  described  the  machine 
as  “the  world’s  first  self-balancing  human  transporter.” 

Jerry  Kerr,  Leonard  Timm,  and  Fred  Laplan  founded 
Disability  Rights  Advocates  For  Technology  (DRAFT)  in  2004. 
DRAFT  is  a  nonprofit,  public  charity  that  advocates  for  more 
widespread  adoption  of  universal  design  and  promotes 
increased  access  to  assistive  technology  devices. 

The  underlying  premise  of  universal  design  is  to  design 
products  and  environments  so  they  are  usable  to  the 
greatest  extent  by  people  of  all  ages  and  with  differing 
abilities.  Universal  design  respects  diversity  and  pro¬ 
motes  the  Inclusion  of  all  people  in  all  activities  of  life. 

The  Segway  is  designed  with  the  principles  of  universal 
design  in  mind.  It  is  described  as  an  electrically  powered, 
self-balancing,  two-wheeled  device.  The  designs  allow 
people  who  can  stand,  but  have  difficulty  walking,  an 
option  for  mobility.  Segways  have  now  been  modified 
with  a  seat  that  allows  them  to  be  used  in  place  of  a 
wheelchair  in  many  situations. 


A  group  of  recipients  take  a  training  ride  around  San  Antonio,  Texas 
after  the  presentation  of  their  Segways  at  a  ceremony  at  the  Alamo. 


In  2005,  DRAFT  started  the  Segs4Vets  program.  The 
program  awards  Segway  Personal  Transporters  to  mem¬ 
bers  of  the  United  States  Military  who  have  sustained  ^ 
injuries  while  serving  our  nation  in  Operation  Iraqi 
Freedom  and  Operation  Enduring  Freedom  (Afghanistan) 
and  whose  injuries  have  resulted  in  permanent  disability 
and  difficulty  walking. 

DRAFT  received  a  blanket  waiver  for  Segs4Vets  in  2006, 
from  the  services  of  the  Department  of  Defense,  that 
allows  the  presentation  of  Segways.  Segways  represent  a 
donation  of  over  $  1 ,000  to  active  military  members  who 
served  after  September  11,  2001  and  who  were  perma¬ 
nently  disabled. 

The  Segs4Vets  program  has  awarded  81  Segways 
to  injured  veterans  since  its  inception.  Members 
of  the  program  hope  to  secure  the  funding  to 
award  about  250  Personal  Transporters  during 
2008. 

Today,  four  major  military  hospitals  have 
been  trained  in  Segway  technologies.  DFIAFT 
has  established  training  and  assessment  pro¬ 
grams  at  Brooke  Army  Medical  Center  at  Fort  Sam 


Photo  provided  by  Disability  Rights  Advocates  For  Technology  (DRAFT)  and 
Segs4Vets. 
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staff  Sergeant  Jay  Fondren,  USA, 
(Retired)  and  his  family  take  a 
trip  around  home.  Jay  is  from 
Corsicana,  Texas  but  now 
makes  his  home  near 
Robinson,  Texas  and  works 
for  the  VA. 


Houston,  Texas;  the 
National  Naval  Medical 
Center  in  Bethesda,  Maryland; 

Walter  Reed  Army  Medical 
Center  in  Washington,  D.C.;  and 
Naval  Medical  Center  San  Diego  in  San  Diego, 

California.  The  training  and  assessment  programs  have 
allowed  therapists  and  other  healthcare  professionals  to  be 
introduced  to  universally  designed  mobility  devices  such  as 
Segways.  The  programs  help  assess  and  train  potential  can¬ 
didates  for  the  Segs4Vets  program. 

In  the  very  near  future,  DRAFT  plans  to  expand  Its 
training  and  assessment  programs  into  Department  of 
Veterans  Affairs  medical  centers  throughout  the  United 
States.  This  expansion  of  the  programs  will  allow  veter¬ 
ans  who  have  been  medically  retired  an  opportunity  to 
participate  in  the  Segs4Vets  program. 

The  Segs4Vets  program  has  proved  to  provide  greater 
mobility  to  the  young  men  and  women  who  have  served 
our  country  and  been  severely  injured  in  the  defense  of 
our  freedoms.  Men  and  women  who  have  received  the 
Segway  transporter  have  used  it  to  return  to  college,  par¬ 
ticipate  more  fully  with  family  activities,  excel  in  their 
physical  therapy,  and  live  a  full  and  high- 
quality  life. 

John  Kelly,  a  columnist  for  the  The 
Washington  Post,  said,  “Here’s  how  the 
Segway  works;  Lean  forward.  Start  slowly. 
Lean  further.  Go  faster.  And  then  go  almost 
anywhere.”  Segs4Vets  Is  making  that  possible. 

For  more  information  about  the  Segs4Vets 
program,  please  visit  http;//segs4vets.org/.  A 
copy  of  DFlAFT’s  recently  released  report,  titled. 
Universally  Designed  Technology  Solutions: 
People  Who  Have  Difficulty  Walking  &  the 
Segway,  may  be  found  at  http;//www.draft.org, 
via  a  link  at  the  center  of  the  home  page.  To 
view  a  list  of  veterans  who  have  received  the 
Segway,  visit  www.segs4vets.org.  Click  on  the 
Seg4vets  channel  on  the  left.  • 


Photo  provided  by  Disability  Rights 
Advocates  For  Technology  (DRAFT) 
and  Segs4Vets. 


Riley  Miller  is  a  military  editor  for  EP  magazine.  He  can 
be  contacted  at  rmiller@eparent.com. 


The  design  of  products  and  environments  to  be  usable  by  all  people,  to  the 
greatest  extent  possible,  without  the  need  for  adaptation  or  specialized  design. 

About  Universal  Design 

The  authors*,  a  working  group  of  architects,  product  designers,  engineers,  and 
environmental  design  researchers,  collaborated  to  establish  the  following  Principles 
of  Universal  Design  to  guide  a  wide  range  of  design  disciplines  including 
environments,  products,  and  communications.  These  seven  principles  may  be 
applied  to  evaluate  existing  designs,  guide  the  design  process,  and  educate  both 
designers  and  consumers  about  the  characteristics  of  more  usable  products  and 
environments.  The  Principles  of  Universal  Design  are  presented  here,  in  the 
following  format:  name  of  the  principle,  intended  to  be  a  concise  and  easily 
remembered  statement  of  the  key  concept  embodied  in  the  principle;  and  definition 
of  the  principle,  a  brief  description  of  the  principle's  primary  directive  for  design. 

What  are  the  Principles  of  Universal  Design? 

PRINCIPLE  ONE:  EQUITABLE  USE  •  The  design  is  useful  and  marketable  to 
people  with  diverse  abilities. 

PRINCIPLE  TWO:  ELEXIBILITY  IN  USE  •  The  design  accommodates  a  wide 
range  of  individual  preferences  and  abilities. 

PRINCIPLE  THREE:  SIMPLE  AND  INTUITIVE  USE  •  Use  of  the  design  is  easy  to 
understand,  regardless  of  the  user's  experience,  knowledge,  language  skills,  or 
current  concentration  level. 

PRINCIPLE  FOUR:  PERCEPTIBLE  INFORMATION  •  The  design  communicates 
necessary  information  effectively  to  the  user,  regardless  of  ambient  conditions 
or  the  user's  sensory  abilities. 

PRINCIPLE  FIVE:  TOLERANCE  FOR  ERROR  •  The  design  minimizes  hazards 
and  the  adverse  consequences  of  accidental  or  unintended  actions. 

PRINCIPLE  SIX:  LOW  PHYSICAL  EFEORT  •  The  design  can  be  used  efficiently 
and  comfortably  and  with  a  minimum  of  fatigue. 

PRINCIPLE  SEVEN:  SIZE  AND  SPACE  EOR  APPROACH  AND  USE  •  Appropriate 
size  and  space  is  provided  for  approach,  reach,  manipulation,  and  use 
regardless  of  user's  body  size,  posture,  or  mobility. 

Copyright  1997  NC  State  University,  The  Center  for  Universal  Design.  The  Principles  of  Universal  Design 
were  conceived  and  developed  by  The  Center  for  Universal  Design  at  North  Carolina  State  University.  Use  or 
application  of  the  Principles  in  any  form  by  an  individual  or  organization  is  separate  and  distinct  from  the 
Principles  and  does  not  constitute  or  imply  acceptance  or  endorsement  by  The  Center  for  Universal  Design  of 
the  use  or  application. 

*  Compiled  by  advocates  of  universal  design,  listed  in  alphabetical  order:  ?Bettye  Rose  Connell,  Mike  Jones, 
Ron  Mace,  Jim  Mueller,  Abir  Mullick,  Elaine  Ostroff,  Jon  Sanford,  Ed  Steinfeld,  Molly  Story,  and  Gregg 
Vanderheiden.  Major  funding  provided  by:  The  National  Institute  on  Disability  and  Rehabilitation  Research, 
U.S.  Department  of  Education. 


What  is  Universal  Design? 


The  Segway 


www.eparent.com/EP  MAGAZINE  •  May  2008  97 


StaTgT^ 


Russ  Guajardo, 
project  coordinator 
for  the  RideAway 
Vans  of  Valor  loaner 
program,  kneefe  oiv,, 
the  ramp.  Next  to 
him  are:  Staff  l 


Vans  of  Valor  Program 

Ride  Away  assists  service-connected  veterans  by  providing 


modified  vehicle  loans  through  its  Vans  of  Valor  program  •  By 


started  by  recognizing  a  need.  Ride  Away,  a  national 
supplier  of  handicap-modified  vehicles,  recognized 
that  veterans  requiring  modified  transportation  needed 
reliable  transportation  between  the  time  they  are  dis¬ 
charged  from  the  military  and  the  time  they  receive  a 
grant  from  the  Department  of  Veterans  Affairs  (VA)  to 
modify  a  vehicle  to  meet  their  individual  needs.  Ride 
Away  implemented  their  Vans  of  Valor  program  to  meet 
that  need. 

Ride  Away  indicated  in  a  press  release  dated  December 
20,  2007  that  it  is  committed  to  providing  transportation 
assistance  to  veterans  who  have  sacrificed  for  our  coun¬ 
try  by  helping  them  in  their  time  of  need.  Ride  Away’s 
Vans  of  Valor  program  was  designed  to  ensure  that  serv¬ 
ice-connected  veterans  can  obtain  suitable  modified 
vehicle  transportation  as  soon  as  they  need  it  -  even 
before  all  of  their  benefits  and  paperwork  are  finalized 


through  the  system  at  the  VA. 

Ride  Away  is  offering  the  use  of  an  appropriate  vehicle 
for  those  veterans  whose  injuries  or  illness  have  been 
deemed  100  percent  service-connected  and  who  are 
awaiting  the  processing  and  finalization  of  their  vehicle 
grant  finances  from  the  VA. 

“The  Vans  of  Valor  program  was  designed  to  assist  vet¬ 
erans  in  obtaining  suitable  transportation  so  that  they 
can  access  their  local  communities  and  neighborhoods 
again  and  begin  their  process  of  recovery  and  healing  a 
little  more  quickly,”  said  Mark  Lore,  President  and  CEO  of 
Ride  Away.  “We  appreciate  the  opportunity  that  our  Vans 
of  Valor  program  offers  to  be  of  assistance  to  those  who 
have  already  served  us  all  so  selflessly.” 

To  ensure  that  the  vehicle  the  veteran  receives  from 
Ride  Away  will  meet  their  unique  needs,  a  sales  consult¬ 
ant  will  discuss  with  the  veteran  his  or  her  vehicle  pref- 


'  Sergeant  (SSgt.); 
.'Sual^yi  "Sual" 

nis 

|ii6^*fatftehSualativi*‘  .«.■ 
Tuimalealiifano  II, 
and  his  mother, 
Sosefina. 


Vans  of  Valor  Program  Headquartered  in  Tampa,  Florida 

Tanpa,  Florida  was  chosen  for  the  Ride  Away  loan  program  because  of  the  office's  close  proximity  to  MacDill  Air  Force 

Ease, 

the  home  of  the  United  States  Special  Operations  Command  (USSOCOM)  and  the  United  States  Central  Command 
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erences  and  will  also  determine  what  kind  of  vehicle  and 
equipment  Ride  Away  will  need  to  install.  Once  the  van  is 
modified  to  fit  the  needs  of  the  veteran,  Ride  Away  will 
personally  deliver  the  van  to  the  veteran’s  home. 

As  a  part  of  the  program,  the  veteran  will  be  free  to  use 
the  van  until  their  VA  funding  comes  through  and  they 
are  able  to  obtain  their  own  van.  During  the  vehicle  loan 
period.  Ride  Away  will  cover  the  cost  of  maintenance, 
insurance,  licensing,  registration,  adaptive  equipment, 
and  any  other  charges  in  connection  with  the  ownership 
and  operation  of  the  vehicle.  The  only  thing  the  veteran 
would  need  to  pay  for  is  fuel. 

The  Vans  of  Valor  program  began  in  early  2007  and  is 
currently  available  in  Ride  Away’s  Tampa,  Florida  loca¬ 
tion,  Designed  to  give  back  to  service-connected  veterans 
with  modified  vehicle  transportation  needs.  Ride  Away 
indicates  that  it  is  honored  to  have  this  opportunity  to 
help  alleviate  some  of  the  returning  veteran’s  worries 
about  transportation,  • 


About  RideAway 


Ride  Away  is  America's  largest  provider  of  modified  vehicles  and 
adaptive  equipment  for  people  with  disabilities.  Ride  Away  products 
are  used  by  individuals  with  minor  to  profound  disabilities  requiring 
additional  assistance  while  traveling.  Products  range  from  hand 
controls  and  lifts  to  raised  door  and  lowered  floor  vehicle 
modifications.  Founded  in  1986,  Ride  Away's  eleven  East  Coast 
locations  are  committed  to  offering  a  broad  selection  of  specialized 
vehicles  and  services  to  meet  the  needs  of  every  custorer.  All  of 
Ride  Away' s  locations  are  QAP  (Quality  Assurance  Program) 
certified  through  the  National  Mobility  Equipment  Dealers 
Association  (NMEDA) ,  resulting  in  Ride  Away  being  held  to  the 
highest  standards  in  the  industry.  The  company  also  contributes 
over  10  percent  of  its  earnings  to  nonprofit  organizations  and  has  an 


For  more  information  about  the  program  and  the  possibility 
OF  PARTICIPATING  THROUGH  RIDE  AWAY’S  TaMPA,  FLORIDA 
LOCATION  OR  ONE  OF  THEIR  OTHER  TEN  EAST  COAST  LOCATIONS,  CALL 

1-800-237-7979,  Ext.  3964. 


EP  Miliiary  Channel  News 


Readers  can  access  important  information  regarding  Department  of  Defense 
news.  Department  of  Veterans  Affairs  news,  and  TRICARE  by  visiting  the 
Military  Channel  on  the  EP  Web  site.  Information  includes  news  releases, 
reports,  and  other  relevant  items. 


Visit  the  EP  Web 
site's  Miiitary 
Channel  oltenfer 
news  and 


that  are  of  interest 
te  military  families 
whe  are  caring  fer 
a  member  with 
special  needs. 
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A  Soldier 
and  His 

Service 

Deg 

By  Sheila  O’Brien 


T 


II  ^phe  war  took  away  the 
sight  in  one  of  my  eyes, 
my  arm,  and  the  mobil 
ity  in  my  legs,  but  when  1  got  my 
service  dog,  Ruthie,  1  felt  like  a 
soldier  again.” 

These  words,  so  eloquently 
spoken  by  22-year-old  retired 
Sergeant  Christopher  Strickland, 
describe  the  close  bond  between 
him  and  his  service  dog,  Ruthie. 


Army  veteran  Sue  Downes 
with  her  service  dog,  Lila, 

^  and  Sergeant  Christopher 
Strickland  with  his  service 
»  dog,  Ruthie.  Lila  and 
^  Ruthi^both  received 
theiftraining  at  NEADS. 


Photo  courtesy  of  NEADS 


y  -V'-  -  J* 


Chris  was  injured  in 

Iraq  by  an  improvised  explo¬ 
sive  device  (lED).  His  mom 
and  young  wife  rushed  to  his 
side  at  Walter  Reed  Army 
Medical  Center  and  cared  for 


his  daily  needs.  Accustomed  to  being  very 
independent,  he  decided  to  apply  for  a 
service  dog  to  help  him.  When  Ruthie 
arrived,  he  was  able  to  send  his  mom  and 
wife  back  home  and  move  back  into  the 
barracks. 


Sergeant  Christopher  Strickland  in  physical  therapy  with  service  dog,  Ruthie. 
Photo  courtesy  of  NEADS 
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What  Types 
of  Service  Dogs 
Does  the  NEADS 
Program  Train? 

•  Hearing  dogs  •  Service  dogs 

•  Social  dogs  •  Specialty 
dogs 

•  Ministry  dogs  •  Therapy 
dogs 


athletic,  and  spirited.  Many  do  not 
want  canes  and  crutches  or  “typical” 
assistance  devices  but  would  rather 
have  service  dogs,* 


Sheila  O'Brien  is  the  Executive  Director 
of  NEADS  (Dogs  for  Deaf  and  Disabled 
Americans)  .  She  is  presently  working  to 
provide  service  dogs  for  wounded  veter¬ 
ans  returning  from  Iraq  and  Afghanistan. 
For  more  information  about  the  NEADS 


Ruthie  was  there  to  pick  up  any¬ 
thing  he  dropped  and  to  act  as  a 
“walking  cane,”  helping  him  to  get 
around.  She  helped  in  other  ways, 
too.  When  Chris  was  having  a  bad  day 
and  did  not  want  to  get  out  of  bed, 
Ruthie  would  bring  a  toy  to  his  bed¬ 
side  and  “make”  him  get  up, 

Chris  retired  from  the  Army  in 
January  and  moved  back  to 
Connecticut  where  he  lives  with  his 
wife  and  infant  son,  Bradley,  Chris 
takes  care  of  Bradley  and  exclaims 
that  “Ruthie  is  another  parent,”  When 
Chris  is  holding  his  son,  he  sends 
Ruthie  to  the  refrigerator  to  get  a  bot¬ 
tle  for  him,  Ruthie  does  so  and  even 
closes  the  refrigerator  door,  Chris  has 
said,  “Ruthie  is  more  valuable  to  me 
than  my  prosthetic  arm,” 

With  over  35,000  wounded  veter¬ 
ans,  service  dogs  like  Ruthie  will  be  in 
great  demand.  This  new  population 
of  veterans  with  disabilities  is  young. 


What  Breed  of  Dog  is  a  NEADS  Dog? 

NEADS  trains  all  breeds  and  mixed  breeds  of  dogs  to  help  people  who  are 
hearing  inpaired  or  'vdio  have  other  physical  disabilities  live  more  independ¬ 
ently.  Most  NEADS  hearing  dogs  are  rescued  from  animal  shelters,  while  most 
service  dogs  are  Golden  or  Labrador  Retrievers  donated  by  or  purchased  from 
breeders  throughout  the  country.  However,  many  other  breeds  are  also  suit- 


Canines  for  Combat  Veterans  Program 

In  2006,  NEADS  was  invited  to  Walter  Reed  Army  Medical  Center  to  do  an  in- 
service  about  the  Canines  for  Combat  Veterans  Program.  Later  that  year,  the 
first  service  dog.  Rainbow,  was  placed  with  Sergeant  Roland  Paquette,  a 
young  veteran  who  lost  both  his  legs  while  serving  in  Afghanistan. 


United  States  Military 


NEADS  (Dogs  for  Deaf  and 
Disabled  Americans) 

NEADS  is  a  nonprofit  organization,  with  head¬ 
quarters  located  in  Princeton, 
Massachusetts,  a  rural  setting  close  to 
Worcester  in  Central  Massachusetts.  NEADS 
was  established  in  1976,  to  train  and  provide 
rescued  dogs  and  donated  puppies  to  assist 
people  who  are  deaf  or  have  other  physical 
disabilities  in  leading  more  independent  lives 
at  work,  at  home,  and  at  school.  These  assis¬ 
tance  dogs  become  an  extension  of  their 
owners  and  bring  security,  freedom,  inde¬ 
pendence,  and  relief  fron  social  isolation  to 
their  human  partners. 

NEADS  is  one  of  the  country's  largest  and 
the  country' s  oldest  continuous  assistance 
dog  program  and  has  trained  well  over  1,000 
assistance  dog  teams  since  its  opening  in  the 
mid-1970s.  People  who  receive  service  dogs 
live  in  NEADS'  fully  accessible 
residence  for  two  weeks  while  learning  to 
work  with  the  dog  partner  to  develop  a 
strong  working 
relationship.  With  careful  supervision  fron 
the 


Canines  for  Combat  Veterans  Program, 
contact  NEADS:  978-422-9064,  Ext.  11; 
WWW . neads . org;  sobrien@neads . org;  P . 0 . 
Box  213,  West  Boylston,  Massachusetts 
01583.  The  NEADS  national  canpus  is 
located  at  305  Rederrption  Rock  Trail 
South,  Princeton,  Massachusetts  01541. 


Army  National  Guard  veteran  Ray  Hubbard's 
NEADS-trained  service  dog.  Dace,  helps 
everyday 
switches.  This 
Ray  is  sitting  or 
wearing  his  prosthetic  leg. 

(All  of  the  NEADS 
service  dogs  are 
tr^ned  to  flip 
light  switches.) 
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In  the  coming  months,  EP  will  explore  the  subject  of 
traumatic  brain  injury  (TBI)  sustained  by  military 
personnel  in  the  line  of  duty  and  will  highlight  the 
conditions  that  may  result  from  TBI,  such  os  depression 
and  symptoms  of  post-troumofic  sfress  disorders  (PTSD). 

What  is  Traumatic 
Brain  InjuryP  How 
Is  It  Connected  to 
Post-Traumatic 
Stress  DisorderP 


A  Letter  to  My 
Brothers  from  on 
Anonymous  Marine 

Editor’s  Note:  This  narrative  relates  a  true  battle 

EXPERIENCE  OF  AN  ACTUAL  U.S.  MARINE  AND  IS  GRAPHIC  IN 
NATURE.  Please  be  advised  that  the  language  and 

DESCRIPTIONS  MAY  NOT  BE  APPROPRIATE  FOR  SOME  READERS. 

I  was  probing  for  land  mines  with  1  3  other  men.  One 
man  detonated  a  mine.The  detonation  blew  up  the  man 
who  detonated  it  and  one  other.  I  was  next  to  them  and 
about  1  5  yards  away.  I  was  in  a  hole  that  I  had  dug.  The 
mine  went  off,  and  the  concussion  of  the  blast  knocked  my 
helmet  into  my  head  and  then  my  head  into  the  side  of  the 
hole  that  I  had  dug.  When  I  got  out,  I  was  unaware  of  what 
had  happened.  I  ran  over  to  the  blown-up  corpse  of  the 
man  and  kicked  him.  I  kicked  him  and  said,  "You  could 
have  killed  me."A  comrade  came  to  my  aid,  calmed  me 
down,  and  took  me  behind  an  enclosed  area  with  the  body. 

An  enemy  combatant  heard  the  blast  and  started  firing 
at  us.  I  took  a  machine  gun  and  shot  him  with  every  round 
in  the  magazine.  I  grabbed  another  weapon  and  started 
shooting  at  others  that  I  saw.  A  bullet  ricocheted  off  of  a 
rock  and  hit  my  helmet.  I  started  firing  at  every  silhouette 
that  moved.  Then  we  got  orders  from  a  higher,  non-com¬ 
missioned  officer  to  withdraw. 

Infantrymen  came  up  beside  us  and  started  to  fire  at  the 
enemy.  Still  fearing  for  my  life,  I  kept  firing.  Someone  slapped 
me  in  the  back  of  my  head  and  said,  "Cease  fire,  all  clear."  I 
did  not  obey  the  first  time.  The  superior  kicked  me  and  said, 
"Everything  is  all  clear.  Stop  firing,  goddamn  it!" 

We  withdrew  from  the  area,  went  back  to  the  headquar¬ 
ters,  and  explained  what  happened.  I  felt  like  I  was  hit  in 
the  head  really  hard.  The  pain  in  my  head  was  inexplica¬ 
ble,  and  the  ringing  in  my  ears  was  deafening.  To  the  best 
of  my  abilities,  I  explained  to  the  superiors  what  had 
occurred.  Our  superiors  left  us  in  the  room  for  a  few  hours 
while  they  discussed  the  confrontation,  then  Navy  medical 
personnel  examined  us.  When  the  experience  was  all  over, 
and  we  went  back  to  our  normal  routine,  I  did  not  feel  any- 


Learning  the  facts  and  increasing  understanding  about  traumatic  brain  injury 
(TBI)  and  post-traumatic  stress  disorder  (PTSD)  and  learning  more  about  current 
research  and  available  treatment  can  often  be  one  of  the  first  steps  in  seeking 
help  for  recovery. 

By  Lorraine  Cancro,  MSW 
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''We  few,  we  happy  few,  we  band  of  brothers; 
for  he  to-day  that  sheds  his  blood 
with  me  shall  be  my  brother. " 

--William  Shakespeare,  Henry  V 


thing  -  no  remorse,  nor  sadness,  nor  any  ill  feelings. 

Three  months  after  the  first  incident,  my  battalion  was 
sent  on  a  humanitarian  mission.  We  were  receiving  sniper 
fire  daily  and  lost  several  men.  We  did  not  have  rules  to 
engage  the  enemy  so  we  took  it  upon  ourselves  to  locate, 
close  with,  and  destroy  them  with  explosives.  I  was  the  one 
who  detonated  the  explosives. 

I  was  in  a  stairwell  about  one  flight  down  behind  a  wall, 
and  the  impact  from  that  blast  caused  by  the  explosives 
knocked  me  off  my  feet,  throwing  me  into  a  concrete  wall. 
I  landed  on  my  back  and  head.  I  walked  into  the  room  and 
saw  the  consequence  of  the  explosion.  The  dead  included 
two  men,  one  teenage  boy,  a  woman,  a  boy  about  age  ten 
and  a  young  girl.  Their  bodies  were  ripped  apart.  There 
were  weapons  all  over  the  apartment. 

After  leaving,  I  felt  no  remorse.  My  head  was  shaking 
and  my  ears  were  ringing  as  I  looked  at  the  carnage.  In 
retrospect,  I  was  in  a  state  of  shock  caused  by  the  trau¬ 
matic  event. 

Not  until  two  years  later,  when  I  finally  got  back  home,  did 
I  start  to  feel  the  effects  of  what  had  happened.  An  anony¬ 
mous  person  gave  me  a  ten-milligram  Valium  tablet,  and  I 
never  felt  better  in  my  life.  All  the  pain  was  gone.  Every  time 
I  took  this  medication  to  escape,  I  felt  great  but  was  so  inco¬ 
herent  to  other  people  that  I  neglected  them.  Subsequently, 
I  ruined  my  marriage  and  kept  taking  pills  to  escape  the  pain. 

Not  until  I  sought  professional  help  did  I  realize  that  talking 
about  it  was  the  best  cure.  I  still  have  trouble  today  dealing 
with  it,  and  I  still  take  medication  prescribed  to  me  by  a  doc¬ 
tor.  Not  a  day  goes  by  that  I  don't  feel  remorse  for  the  families 
of  the  men  I  killed.  I  will  struggle  with  that  for  a  long  time. 

When  I  came  home  from  being  overseas  and  saw  civi¬ 
lized  life,  it  awakened  the  terror  that  I  had  experienced. 
Large  crowds  would  scare  me.  Loud  noises  would  jar  me.  I 
always  had  to  have  my  back  to  the  wall.  I  would  get  anxiety 
attacks  periodically  and  the  only  way  I  got  relief  without 


medication  was  to  stick  my  finger  down  my  throat  to  make 
myself  vomit.  I  needed  to  either  drink,  breathe  heavy,  or 
vomit  to  experience  a  calming  effect.  But  with  the  discovery 
of  anxiety  medications,  those  feelings  went  away.  But  I  also 
made  ALL  my  feelings  go  away,  including  happiness,  the 
proper  attention  to  my  wife  and  family.  This  caused  an 
extreme  guilt  that  to  this  day  I  cannot  cope  with. 

When  I  finally  came  to  my  senses,  I  realized  buying  ben- 
zos  [benzodiazepines]  from  anonymous  people  was  not 
the  answer.  Both  psychotherapy  along  with  the  help  of  a 
psychiatrist  to  prescribe  the  right  medications  and  proper 
dosage  now  help  me  with  my  daily  life. 

My  biggest  regret  besides  the  remorse  of  killing  was  that 
I  sought  therapy  too  late  and  sunk  to  rock  bottom. 
Learning  the  hard  way  is  a  very  difficult  thing,  and  an  expe¬ 
rience  I  would  not  wish  on  any  of  my  brothers,  my  fellow 
Marines. 

Take  this  advice  to  my  brothers  who  have  returned  from 
combat  and  who  may  be  suffering  from  having  seen  the 
same  type  of  carnage  I  have:  seek  professional  help  to  assist 
you  in  your  recovery,  not  only  from  the  emotional  but  phys¬ 
ical  injuries  that  you  sustained  during  traumatic  experi¬ 
ences.  Never  think  you're  too  strong  or  too  manly  to  seek 
help,  because  all  it  will  do  is  destroy  your  life  in  the  long  run. 

I  wish  you  all  the  best  of  luck  in  combating  your  psycho¬ 
logical  and  physical  impairments,  and  I  pray  that  one  day 
you  will  be  able  to  overcome  them.  Just  remember,  recov¬ 
ery  does  not  happen  overnight.  You  must  dig  down  deep, 
tell  the  truth,  don't  be  afraid  to  cry  or  tell  anybody  your  true 
feelings  because  this  is  the  key  for  the  road  to  recovery. 

This  narrative  was  penned  by  a  concerned  United  States 
Marine  Corps  (USMC)  Non-Commissioned  Officer  (NCO). 
Lorraine  Cancro,  the  author  of  this  feature  article,  had  the 
opportunity  to  talk  with  him  extensively  as  the  article  was 
researched  and  written. 


The  Marine’s  narrative  above  illus¬ 
trates  three  specific  wartime 
injuries:  (1)  traumatic  brain  injury 
(TBI)  as  well  as  neuropsychiatric 
sequelae  (simply  put,  physical  and 
mental  health  conditions  that  may  be 
a  result  of  the  TBI),  including  (2)  post- 
traumatic  stress  disorder  (PTSD)  and, 
(3)  depression  due  to  blast  exposure. 


Research  Into  TBI  and  PTSD 

Traumatic  events  such  as  the 
September  11th  attacks,  the  wars  in 
Iraq  and  Afghanistan,  and  Hurricane 
Katrina  have  made  the  need  for 
research  into  the  areas  of  TBI  and 
PTSD  more  imperative.  Traumatic 
brain  injury  is  any  event  that  causes 
physical  damage  to  the  brain.  PTSD  is 


an  accumulation  of  symptoms  that 
occurr  as  a  result  of  the  damage  sus¬ 
tained  by  the  brain.  Researchers 
need  to  learn  more  about  TBI  and 
PTSD  to  offer  help  and  treat  those 
who  have  sustained  injury  that  is 
contiguous  to  the  occurrence  of  the 
Injury.  Scientists  have  found  that 
timely  Intervention  of  treatment  may 
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serve  to  limit  the  severity  of  neu¬ 
ropsychological  consequences. 

Symptoms  Of  PTSD 

According  to  the  DSM-W  {Diagnostic  and 
Statistical  Manual  of  Mental  Disorders) 
and  the  ICD-10  {International  Statistical 
Classification  of  Diseases  and  Related 
Health  Problems,  10th  Revision),  post 
traumatic  stress  disorder  occurs  as  a 
result  of  exposure  to  a  traumatic  event 
in  which  the  subject  has  experienced  or 
witnessed  events  that  threatened  death 
or  serious  injury.  Furthermore,  the  indi¬ 
vidual’s  response  involves  a  sense  of 
fear  and  helplessness.  Both  the  experi¬ 
ence  and  the  emotional  response  to  the 
experience  are  necessary  for  the  onset 
of  PTSD.  There  is  a  marked  tendency  for 
the  event  to  be  re-experienced  mentally 
in  an  intrusive  fashion,  which  is  difficult 
to  control.  This  re-living  of  the  experi¬ 
ence  is  described  as  a  flashback. 

The  flashback  is  associated  with 
intense  psychological  distress.  Typical 
features  include  dreams  or  nightmares, 
occurring  against  the  persisting  back¬ 
ground  of  a  sense  of  “numbness”  and 
emotional  blunting,  detachment  from 
other  people,  unresponsiveness  to  sur¬ 
roundings,  anhedonia  (the  inability  to 
gain  pleasure  from  enjoyable  experi¬ 
ences),  and  avoidance  of  activities  and 
situations  reminiscent  of  the  trauma. 
There  is  usually  a  state  of  autonomic 
hyperarousal  with  hypervigilance,  an 
enhanced  startle  reaction,  and  insom¬ 
nia.  Anxiety  and  depression  are  com¬ 
monly  associated  with  the  above 
symptoms  and  signs,  and  suicidal 
ideation  (thoughts  about  suicide)  is  not 
infrequent. 

Warandiniuries 

The  war  in  Iraq  has  been  character¬ 
ized  by  a  large  number  of  returning 
military  personnel  with  severe  brain 
injury.  While  most  attention  has 
been  focused  on  penetrating 
wounds,  with  their  dramatic  and  dis¬ 
astrous  physical  damage,  other  types 
of  brain  damage  are  also  significant. 


One  of  the  most  common  sources 
of  injury  is  blasts  in  which  damage  is 
primarily  due  to  pressure  changes 
resulting  from  explosions.  This  may 
be  accompanied  by  injuries  second¬ 
ary  to  blunt  trauma,  due  to  sudden 
acceleration  of  the  soldier  or  his  col¬ 
lision  with  flying  objects.  Pure  blast 
injuries  and  some  of  the  more  minor 
blunt  trauma  injuries  result  in  MTBI 
(mild  traumatic  brain  injury). 

The  Centers  for  Disease  Control 
and  Prevention  (CDC)  criteria  for 
MTBls  include  one  or  more  of  the  fol¬ 
lowing:  any  period  of  observed  or 
self-reported  transient  confusion, 
disorientation,  or  impaired  con¬ 
sciousness  (i.e.,  altered  mental  state); 
dysfunction  of  memory  around  the 
time  of  injury;  or  loss  of  conscious¬ 
ness  (LOC)  less  than  30  minutes; 
and/or  other  neuropsychological  or 
neurological  dysfunction. 

This  term  is  somewhat  of  a  mis¬ 
nomer  since  MTBls  have  other  symp¬ 
toms,  including  post-concussive  syn¬ 
dromes  and  a  variety  of  neurobehav- 
ioral  disturbances.  One  of  the  most 
common,  most  studied,  and  most 
controversial  of  these  is  PTSD,  The 
major  point  of  contention  regarding 
PTSD  is  whether  it  could  occur  in  the 
setting  of  amnesia.  This,  together 
with  the  similarity  of  post-concus¬ 
sive  symptoms  to  some  of  the  symp¬ 
toms  of  PTSD,  has  led  some  to  con¬ 
clude  that  PTSD  is  being  over-diag¬ 
nosed.  On  the  other  hand,  it  appears 
that  some  patients  may  have  partial 
memory  of  the  traumatic  event  while 
others,  in  the  absence  of  explicit 
memories,  react  based  on  an  uncon¬ 
scious  set  of  “memories.” 

Diagnostic  Tools  for  PTSD 

According  to  the  proponents  of  this 
view,  PTSD  may  be  under-diagnosed 
since  classic  recollections  may  not  be 
present.  It  has  been  suggested  that  the 
interviewer  use  his  or  her  judgment  as 
to  whether  the  patient  is  suffering 
from  post-concussive  syndrome  ver¬ 


sus  PTSD  based  on  the  nature  of 
symptoms  and  their  time  course,  even 
if  specific  recollections  are  not  avail¬ 
able.  An  alternative  approach  is  that 
instead  of  a  categorical  diagnosis 
being  made,  the  symptoms  (which 
may  or  may  not  include  memory  or 
flashbacks)  such  as  irritability  and  the 
sense  of  foreshortened  future  associ¬ 
ated  with  PTSD  be  quantified.  It  also 
should  be  noted  that  the  Breslau  short 
screening  test  assists  in  determining 
the  nature  of  a  variety  of  clinical 
symptoms  that  can  be  helpful  in  the 
treatment  phase  of  PTSD. 

Another  problem  hindering  the 
understanding  of  MTBI  is  the  routine 
reliance  on  computed  axial  tomography 
(CT  or  CAT  scans),  for  assessing  brain 
damage.  While  operationally  and  from  a 
practical  point  of  view,  this  is  under¬ 
standable  since  the  CT  will  identify  the 
vast  majority  of  cases  requiring  emer¬ 
gent  treatment  (e.g,,  hemorrhagic 
sequelae),  its  widespread  use  has  led  to 
its  de  facto  acceptance  as  a  “gold  stan¬ 
dard”  for  diagnosis,  more  commonly 
found  with  other  imaging  techniques, 
including  magnetic  resonance  imaging 
(MRI)  -  especially  techniques  such  as 
diffusion-weighted  or  fluid-attenuated 
inversion  recovery  (FLAIR)  magnetic 
resonance  imaging  (MRI),  magnetoen¬ 
cephalography  (MEG),  and  nuclear 
scans,  such  as  positron  emission  tomog¬ 
raphy  (PET)  or  single  photon  emission 
computed  tomography  (SPECT). 

A  recent  study  indicates  that  diffu¬ 
sion  tensor  imaging  (DTI)  may  be 
particularly  useful.  This  is  not  sur¬ 
prising  since  diffuse  axonal  injury 
may  be  the  most  common  injury  in 
MTBI,  and  DTI  results  are  based  on 
alterations  in  axonal  integrity. 

However,  as  recently  reviewed,  positive 
findings  abound  regarding  alterations  in 
axonal  integrity.  The  understanding  of 
MTBI  has  also  been  hindered  by  the 
scarcity  of  post-mortem  material  due  to 
its  non-lethal  nature.  Surprisingly,  despite 
the  fact  that  quantitative  electroen¬ 
cephalography  (qEEG),  or  brain  mapping. 
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EP’s  Commitment  to  TBI  and  PTSD 
Education  and  Awareness 


TBI  and  PTSD  education  and  research  are  priorities  for  the  Department  of 
Defense  in  2008.  EP  is  working  with  the  Exceptional  Family  Member  Program 
(EFMP)  in  all  branches  of  the  military  and  is  broadening  its  commitment  in  its 
Exceptional  Family  Transitional  Training  Program  (EFTTP)  by  offering  ongoing 
coverage  of  TBI,  PTSD,  anxiety,  depression,  and  stress  management.  In  so  doing, 
EP  continues  its  outreach  and  education  to  serve  even  more  military  personnel 
and  their  families  as  they  so  nobly  serve  us. 

There  is  currently  an  inadequate  amount  of  literature  concerning  the  development 
of  PTSD  after  TBI,  particularly  in  war  fighters.  EP  has  plans  to  implement  multidisci' 
plinary  educational  programs,  create  a  database  for  retrospective  analysis,  and  cob 
laborate  with  world-renowned  neuroscientists  to  spearhead  innovative  research  con¬ 
cerning  the  nature  of  injuries  and  subsequent  pathophysiological  mechanisms  that 
can  lead  to  several  comorbid  conditions.  These  programs  will  be  aimed  at  healthcare 
providers,  military  members,  and  their  families.  EP’s  online  educational  series  will 
cover  conditions  including  TBI  and  the  development  of  neuropsychiatric  conditions 
such  as  PTSD  and  other  anxiety  disorders,  depression,  and  substance  abuse. 


is  quite  sensitive  to  brain  injury  and  is  far 
easier  than  many  of  the  above  tech¬ 
niques,  this  has  been  neglected. 

Recent  Information  on 
Blast-Related  Injuries 

A  recent  study  revealed  that  88  per¬ 
cent  of  combat  injuries  treated  at  an 
echelon  II  medical  unit  in  Iraq  were 
blast-related  (improvised  explosive 
device  (lED)  or  mortar)  injuries,  with 
47  percent  directly  involving  the 
head.  Even  in  the  absence  of  any 
obvious  head  injury,  brain  blast 
exposure  (BBE)  would  have  occurred. 

In  one  Marine  unit  in  Iraq,  97  per¬ 
cent  of  the  injuries  were  from  explo¬ 
sions  (65  percent  lEDs,  32  percent 
mines).  The  subsequent  physical  and 
mental  conditions  from  BBE  and  brain 
blast  injury  (BBI)  are  still  uncertain.  In 
a  1 998  report,  it  was  noted  that  com¬ 
bat  veterans  who  had  a  history  of  blast 
exposure  and  had  subsequently  devel¬ 
oped  PTSD  had  persistent  electroen¬ 
cephalography  (EEC)  abnormalities 
and  neurological  symptoms  consis¬ 
tent  with  mild  traumatic  brain  injury. 

Mental  Health  DIagneses  and  Services 

The  necessity  for  mental  health  servic¬ 
es  throughout  the  military  is  obvious. 
Four  of  the  five  leading  causes  of  dis¬ 
ability  days  in  America  are  psychiatric 
in  nature.  In  addition,  many  general 
medical  problems  are  associated  with 
psychiatric  comorbidity.  (Comorbidity 
refers  to  the  presence  of  one  or  more 
disorders  or  diseases  in  addition  to  a 
primary  disease  or  disorder.)  For  exam¬ 
ple,  serious  wounds  resulting  in  disfig¬ 
urement  or  amputation  are  often  asso¬ 
ciated  with  depressive  and  anxiety  dis¬ 
orders  as  complicating  features. 

The  most  common  form  of  TBI  is 
of  the  closed-head  type.  While  the 
skull  bone  is  unbroken,  the  brain  has 
been  jostled  and  strikes  the  internal 
surface  of  the  bony  cranium,  pro¬ 
ducing  brain  injuries. 

The  resulting  psychological 
symptoms  range  from  mood  insta¬ 


bility  to  dementia.  Of  particular 
importance  are  functional  imaging 
techniques  such  as  functional  mag¬ 
netic  resonance  imaging  (fMRI), 
MEG,  and  (qEEG).  Structural  assess¬ 
ments  such  as  CT  scans  are  impor¬ 
tant  to  rule  out  tissue  damage,  but 
more  commonly,  the  problem  is  dis¬ 
rupted  functionality. 

PTSD  must  be  differentiated  from 
acute  stress  disorder  because  of  the 
difference  in  prognosis.  In  PTSD,  the 
traumatic  event  is  persistently  re-expe¬ 
rienced.  It  can  be  associated  with 
avoidance  of  stimuli  as  well  as 
increased  arousal.  The  disorder  can 
cause  significant  distress  or  impair¬ 
ment  in  social,  occupational,  and  other 
important  areas  of  functioning.  It  also 
can  occur  with  a  delayed  onset,  where 
the  symptoms  do  not  occur  until  six 
months  or  so  after  the  stressor  event. 

Depression  with  or  without  anxiety 
may  appear  as  a  comorbid  symptom 
in  PTSD  and  in  TBI.  Another  common 
comorbid  condition  involves  sub¬ 
stance  abuse.  It  is  important  that  these 
comorbid  conditions  be  recognized. 

Treatment  Of  PTSD  and 
Other  Anxiety  Disorders 

Treatment  of  PTSD  and  other  anxiety 
disorders  has  two  components,  which 
can  be  offered  separately  or  in  combi¬ 


nation.  They  are  medication  and  psy¬ 
chotherapy.  Both  approaches  alone  or 
in  combination  can  be  effective  in 
most  of  the  anxiety  disorders,  but 
specific  phobias  respond  best  to  spe¬ 
cific  forms  of  psychotherapy  where 
the  person  is  gradually  exposed  to  the 
feared  object  and  learns  to  deal  with 
the  resulting  distress. 

It  is  very  important  that  the  therapist 
be  able  to  do  a  careful  diagnostic  eval¬ 
uation  to  see  what  specific  forms  of 
anxiety  disorder  or  disorders  are 
Involved,  Anxiety  disorders  are  comor¬ 
bid  with  alcohol  and/or  drug  abuse. 
These  may  be  sufficiently  severe  as  to 
warrant  separate  or  even  immediate 
treatment  prior  to  taking  on  the  prob¬ 
lem  of  the  anxiety  disorder. 

Because  medication  can  play  a  role 
in  many  of  these  illnesses,  it  is  useful 
to  seek  out  a  psychiatrist  as  the  per¬ 
son  involved  in  treatment. 
Sometimes  the  psychiatrist  may 
choose  to  work  with  a  psychologist 
or  counselor,  but  there  is  an  advan¬ 
tage  to  having  one  person  available 
for  total  care.  The  choice  of  medica¬ 
tion  must  be  explained  as  well  as  the 
side  effects  and/or  problems  that  may 
be  associated  with  that  medication.  • 


References  cited  in  this  article  can  be  requested 
from  jhollingsworthOeparent.com. 
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What  We  Know... Can  Help  Us 

A  single  word  can  offer  comfort. . .  a  few  words 
ignite  hope. . .  a  whole  story  change  a  life. 

Your  story. 

Your  life. 


I  Haue  a  Military 
Story  to  Tell 


So  many  of  EP’s  military  families  and  professional 
healthcare  readers  have  powerful,  beautiful,  informative, 
ideas-rich  stories  to  tell. 

Stories  that  today  could  change  someone's  life. 

Did  you  know...? 

Neither  did  we  -  untii  somebody  toid  us. 

EP  wouid  iove  to  hear  stories  from  and  about: 

You  •  Mothers  •  Fathers  •  Daughters 
•  Sons  •  Servicememhers  •  EFMP  Managers 
•  Special  Needs  Coordinators  •  Family  Physicians 


^  'A 
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•  Pediatricians  •  ABA  Therapists  •  Neurologists  •  Speech  Therapists  •  Occupational 
Therapists  •  Physical  Therapists  •  Psychologists  •  Psychiatrists  •  Surgeons. . .  And  More 


Teii  us  about  your  own  experience  or  professionai  efforts  with  peopie  facing  the 
chaiienges  of: 

Autism  •  Traumatic  Brain  Injury  (TBI)  •  Attention  Deficit  Hyperactivity  Disorder  (ADHD) 
•  Cerebral  Palsy  •  Post-Traumatic  Stress  Disorder  (PTSD)  •  Spina  Bifida  •  Asthma 
•  Down  Syndrome  •  Epilepsy  •  Anxiety  •  Metabolic  Disorder  •  Depression 

•  Hearing  Loss. . .  And  Others 

What  programs  and  resources  have  you  found  heipfui? 

Exceptional  Family  Member  Program  (EFMP)  •  Respite  Care  •  Wounded  Warrior  Program 

•  Department  of  Veterans  Affairs  (VA)  •  Military  OneSource  •  Wounded  Warrior  Project 

•  Specialized  Training  of  Military  Parents  (STOMP)  •  Military  Child  Education  Coalition™ 
(MCEC™)  •  May  Institute  •  Military  HOMEERONT  •  Art/Music  Therapy  •  Sports. . .  Others 


I  Have  a  Story  to  Tell  •  Tell  us,  so  we  can  tell  It  In  EP. 

Contact:  Maria  Caroff  at  mcaroff@eparent.com  or  Riley  Miller  at  rmiller@eparent.com 
For  guidelines,  go  to:  http://www.eparent.com/main_channels_milita17/index.asp 
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Ski 

Sports  and 
Veterans  with 
Disabilities 


By  Jennifer  Davidson,  Health  Net  Federal  Services 


One  of  the  most  moving  photos  I 
have  ever  seen  was  a  collection  of 
empty  wheelchairs  at  the  bottom 
of  Colorado’s  ski  slopes  during  the 
2007  National  Disabled  Veterans 
Winter  Sports  Clinic  (see  photo  at 
right).  The  picture  so  perfectly 
embodied  the  purpose  behind 
adaptive  sporting  events  in  the 
military  community  -  to  provide 
veterans  with  spinal  cord  injuries, 
visual  impairments,  amputations, 
or  other  severe  disabilities  with 
experiences  that  teach  them  their 
quality  of  life  need  not  be  dimin¬ 
ished,  regardless  of  their  disability. 

The  empty  wheelchairs 
belonged  to  veterans  who 
were  busy  whooshing  down 
the  slopes  and  snowmobiling  over 
fresh  powder  with  adaptive  equip¬ 
ment.  Each  year,  adaptive  sporting 
events  for  veterans  with  disabilities, 
such  as  the  National  Disabled 
Veterans  Winter  Sports  Clinic  and 
the  National  Veterans  Wheelchair 
Games  (NVWG),  co-presented  by 
the  Department  of  Veterans  Affairs 
(VA)  and  Paralyzed  Veterans  of 
America  (PVA),  attract  hundreds  of 
veteran  athletes. 

For  the  veterans,  the  events  are 
about  moving  forward,  overcoming 
challenges,  and  reaching  out  to  oth¬ 
ers  who  understand  what  they  are 
going  through.  And  what  makes 
these  events  so  powerful,  whether 
you’re  a  participating  veteran  ath¬ 
lete  or  an  observer,  is  that  you’re 
among  hundreds  of  individuals 


who  have  experienced  life-altering 
injuries  and  are  participating  as  a 
testament  to  their  spirit,  courage, 
and  determination  to  move  for¬ 
ward. 

Many  of  the  athletes  are  newly 
injured  veterans  from  Afghanistan 
and  Iraq,  testing  their  athletic  abili¬ 
ties  and  skills  for  the  first  time 
since  their  injury.  Making  the  tran¬ 
sition  from  an  active  military 
lifestyle  to  a  wheelchair  is  a  huge 
adjustment.  But  as  veterans  realize 
their  capabilities  at  adaptive  sports, 
such  as  scuba  diving,  skiing,  and 
rock  climbing  at  the  Winter  Sports 
Clinic,  and  quad  rugby,  basketball, 
and  maneuvering  obstacle  courses 
at  the  Wheelchair  Games,  the  sense 
of  accomplishment  serves  as  an 
inspiration  to  tackle  their  rehabili¬ 


tation  with  new  zest. 

Last  year  at  the  NVWG,  I  had  the 
pleasure  of  meeting  Scott  Winkler,  an 
Operation  Iraqi  Freedom/Operation 
Enduring  Freedom  (OIF/OEF)  veteran 
competing  in  the  Wheelchair  Games 
for  the  first  time.  Less  than  a  year 
before,  his  hidden  talent  for  throwing 
the  shot  put  and  discus  were  discov¬ 
ered  at  another  adaptive  sports  clinic, 
the  U.S.  Olympic  Committee’s  4th 
Paralympics  Military  Summit,  earn¬ 
ing  him  a  spot  on  the  United  States 
Paralympics  Track  and  Field  Team. 
The  opportunity  to  participate  in 
adaptive  sports  and  discover  his  tal¬ 
ent  gave  Winkler  a  huge  boost  of 
confidence  after  an  emotional  battle 
to  come  to  terms  with  his  paralysis 
that  left  him  wondering,  “What  am  I 
going  to  do  with  my  life?” 
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Today,  Winkler,  an  overnight  sensa- 
tion  in  the  world  of  Paralympics  track 
and  field  events,  is  breaking  world 
records  and  training  to  compete  in  the 
2008  Paralympics  Games  in  Beijing, 
China.  But  his  greatest  satisfaction 
comes  from  helping  others  achieve 
their  own  levels  of  greatness  at  events 
such  as  adaptive  sports  clinics. 

When  someone  like  Winkler  reach¬ 
es  out  to  another,  touches  a  life  and 
changes  it,  these  are  the  moments 
when  many  veterans  realize  their  life 
is  not  over  by  a  long  shot. 

Health  Net  Federal  Services  is 
honored  to  serve  as  a  sponsor  of 


both  the  National  Disabled  Veterans 
Winter  Sports  Clinic  and  the 
National  Veterans  Wheelchair 
Games,  which  respond  to  the  chal¬ 
lenges  our  nation’s  disabled  veter¬ 
ans  face  and  provide  hope,  inspira¬ 
tion,  and  camaraderie. 

Health  Net  looks  forward  to 
continued  partnerships  with  DAV 
(Disabled  American  Veterans),  VA, 
and  PVA  as  it  continues  to  work 
with  these  organizations  to  pro¬ 
mote  programs  that  advocate  and 
provide  opportunities  for  an  equi¬ 
table  quality  of  life  for  veterans 
with  disabilities. 


For  more  information  about  these 
annual  sporting  events  within  the 
military  community,  please  visit 
the  following  sites:  www.winter- 
sportsclinic.va.gov  and  www.pva.org 
and  click  on  Sports  &  Recreation.  • 


Jennifer  Davidson  is  a  senior  writer  for  Health  Net 
Federal  Services,  LLC,  the  government  operations 
division  of  Health  Net,  Inc.,  and  healthcare  con¬ 
tractor  for  the  TRICARE  North  Region.  Health  Net 
is  honored  to  provide  high-quality,  cost-effective 
healthcare  programs  to  the  Departments  of 
Defense  and  Veterans  Affairs  and  is  proud  to 
partner  with  organizations  dedicated  to  improv¬ 
ing  the  quality  of  life  for  our  service  members, 
active  and  retired,  and  their  families. 


EP  Military  Channel  News 


Readers  can  access  important  information  regarding  Department  of  Defense 


news.  Department  of  Veterans  Affairs  news,  and  TRICARE  by  visiting 
the  Military  Channel  on  the  EP  Web  site.  Information  includes 
news  releases,  reports,  and  other  relevant  items. 


WsttiheEPWeb 
site’s  Military 
Channel  often  for 
news  and 


that  are  of  interest 
to  military  families 
who  are  caring  for 
a  member  with 
special  needs. 
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1.  Determine  your  population’s 
needs.  Who  will  be  the  participants  in 
the  program?  What  are  their  ages,  abih 
ities,  and  disabilities?  What  are  their 
aquatic  needs  and  interests?  The  more 
information  you  have  about  who  your 
participants  will  be  and  why  they  will 
benefit  from  an  aquatic  program,  the 
easier  steps  two  through  ten  will  be. 


Starting  a 
Swim  Program: 
Ten  Steps  to 
Success 


By  Susan  J.  Grosse 

Would  you  like  to  have  a  swim  program 
in  your  community?  Whether  your  needs 
are  swim  lessons,  aquatic  exercise, 
therapeutics,  or  recreation,  an  organized 
swim  program  can  reap  benefits  to  make 
the  start-up  effort  worthwhile.  Here  are 
ten  steps  to  establishing  an  ongoing 
aquatic  program. 


2.  Decide  on  the  type  of  aquatic 
program  that  will  best  meet  the 
needs  of  the  greatest  number  of 
potential  participants.  Will  the  pro¬ 
gram  be  instructional/learn  to  swim, 
exercise,  therapeutic,  or  recreational? 
How  large  should  participant  groups 
be?  Will  the  program  duplicate  exist¬ 
ing  community  programs,  or  will  this 
program  be  unique  in  its  purpose  to 
serve  a  population  not  served  by  exist¬ 
ing  community  efforts?  If  this  pro¬ 
gram  duplicates  a  community  pro¬ 
gram,  why  is  duplication  justified? 

3.  Find  an  aquatic  facility.  Consider 
water  depth,  air,  and  water  tempera¬ 
tures,  accessibility  of  the  building,  lock¬ 
er  rooms,  bathrooms,  and  pool  tank. 
Check  size  of  lockers.  Prosthetic 
devices  and  braces  take  space.  Visit 
potential  pools  and  view  each  from  a 
participant’s  point  of  view.  Pools  can  be 


found  in  many  places.  Check  out 
schools,  hotels,  hospitals,  rehabilitation 
centers,  community  venues,  residential 
living  facilities,  and  private  water  parks. 


4.  Determine  what  staff  will  be  need¬ 
ed.  At  the  very  least,  you  must  have  a 
lifeguard,  and  most  likely  more  than 
one  lifeguard,  each  currently  certified 


Additional  Considerations  for  a  Military  Installation  Aquatic  Program 

By  Jaye  Urban 


In  addition  to  the  items  mentioned  above,  a  military  installation  could 
have  other  types  of  considerations  that  need  to  be  taken  into  account 
when  planning  an  aquatic  program: 

1.  Is  there  an  installation  pool?  Is  the  pool  indoors  or  outdoors?  The 
temperature  is  usually  dictated  by  military  regulations,  while  medics 
oversee  the  operation. 

2.  A  pool  with  zero-depth  entry  is  best.  Zero-depth  entry  allows 
participants  to  enter  the  water  along  the  edge  of  the  pool  at  0  feet,  and 


gradually  wade  to  a  greater  depth. 

3.  Pool  space  is  typically  at  a  premium.  Active-duty  members  are  given 
the  highest  priority. 

4.  Some  pools  may  need  modification  to  meet  the  Americans  with 
Disabilities  Act  (ADA)  guidelines.  This  might  be  as  simple  as  adding  an 
extended  ladder  or  a  chairlift  for  easy  and  safe  entry. 

5.  Certified  instructors  are  necessary.  (American  Red  Cross-certified 
instructors  are  recognized  worldwide.) 
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by  a  national  agency.  Certification 
should  be  in  professlonaldevel  CPR  and 
Automated  External  Defibrillator  (AED), 
as  well  as  lifeguard  training.  In  addition, 
you  will  need  locker  room  supervision 
and  someone  to  check  people  in  and 
out  of  the  facility.  If  the  program  is 
instructional,  includes  exercises  direct¬ 
ed  by  a  leader,  or  offers  professional 
therapy,  you  will  need  an  aquatic  pro¬ 
fessional  to  provide  those  services.  Also, 
consider  the  number  of  participants 
each  staff  member  can  work  with  at 
one  time.  (Note:  A  lifeguard  should  only 
be  expected  to  perform  lifeguard  duties 
-  i.e.,  continual  surveillance  of  partici¬ 
pants  and  response  to  emergencies.  A 
lifeguard  should  not  teach  and/or  lead 
activities  while  at  the  same  time  he  or 
she  is  functioning  as  a  lifeguard.)  Last 
but  not  least,  determine  who  will  man¬ 
age  the  program  on  an  ongoing  basis. 
This  Includes  record  keeping  of  partici¬ 
pant  records  as  well  as  staff  data,  and 
finance  records, 

5.  Plan  your  aquatic  program 
schedule.  When  will  the  various 
aquatic  program  activities  be 
offered?  Remember  the  hours  chil¬ 
dren  are  in  school.  Take  into  consid¬ 
eration  adult  work  hours,  as  well  as 
family  recreation  time.  If  your  popu¬ 
lation  faces  health  challenges,  it  may 
be  necessary  to  take  into  account 


times  when  there  is  more  privacy  in 
shared  locker  rooms  and/or  when  the 
facility  is  likely  to  be  the  cleanest. 
Another  aspect  of  the  schedule  is 
how  many  individual  participation 
days  will  make  up  one  session.  While 
it  is  nice  to  think  of  aquatic  programs 
as  ongoing,  holidays  as  well  as  annu¬ 
al  cleaning  will  interrupt  continual 
programming.  Establishing  a  pro¬ 
gram  calendar  can  help  participants 
plan  ahead,  as  well  as  provide  struc¬ 
ture  for  assessment  of  any  fees. 

6.  Nothing  comes  without  cost.  How 
will  the  program  be  funded?  Money 
will  be  needed  to  pay  the  lifeguards. 
Legally,  his  or  her  duty  to  respond 
relies  on  a  formal  employment 
agreement.  Additional  funds  may  be 
necessary  to  rent  pool  time,  pay  addi¬ 
tional  staff,  obtain  equipment,  pro¬ 


vide  insurance,  and  cover  mainte¬ 
nance.  Have  fundraisers,  seek  com¬ 
munity  grants,  solicit  corporate  sup¬ 
port,  and  yes,  even  charge  fees.  Start¬ 
up  costs  usually  include  publicity 
and  facility  rental  fees.  Ongoing  costs 
include  staff  salaries,  equipment, 
staff  and  participant  recognition,  and 
more  publicity.  Many  facilities  have 
insurance  covering  anyone  using  the 
facility.  However,  some  facility  man¬ 
agement  structures  pass  insurance 
costs  on  to  facility  renters. 

7.  Publicity  not  only  helps  spread 
the  word  to  participants,  but  also  can 
be  used  to  generate  funding.  As  soon 
as  you  start  your  planning  (way  back 
at  step  1),  you  can  start  your  publici¬ 
ty.  Support  generates  ideas  and  can 
result  in  contributions.  Use  agency 
newsletters,  public  newspapers,  the 


6.  Family  members  or  volunteers  must  be  available  to  help  In  the 
water,  and  must  be  at  least  16  years  of  age. 

7.  A  program  needs  to  be  flexible  to  meet  the  needs  of  participants' 
varying  levels  of  abilities. 

8.  Agencies  such  as  the  Exceptional  Family  Member  Program  (EFMP), 
the  hospital,  therapy  clinics,  or  the  Wounded  Warrior  Program  may  be 
helpful  In  identifying  needs  and  individuals  who  would  benefit  from  an 
aquatic  program. 

Swimming  instruction  for  any  program  requires  that  the  instructor  be 
responsible,  compassionate,  patient,  and  have  a  love  for  teaching.  EFMP 
aquatic  Learn  to  Swim  programs  are  unique  in  that  they  are  not  only 


instructional  but  are  changing  lives.  All  things  are  equal  In  the  water.  The 
focus  is  not  on  a  disability  but  on  being  successful  in  the  water.  Everyone 
can  learn  to  be  water  safe,  and  most  will  enjoy  learning  to  swim,  which 
will  Increase  confidence,  pride,  and  the  experience  of  success. 


Jaye  Urban  started  the  Adaptive  Aquatics  Swimming  Class  at  Fort 
Belvoir  U.S.  Army  installation  and  has  volunteered  as  an  instructor  for 
the  past  two  years.  She  is  certified  with  the  American  Alliance  for 
Health,  Physical  Education,  Recreation  and  Dance  (AAHPERD)  and 
Aquatic  Alliance  International  (AAI).  She  is  also  certified  as  an 
American  Red  Cross  Swimming  and  Water  Safety  Program  instructor. 
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Adaptive  Aquatics  Splash 

Fort  Belvoir  Makes  Swimming  a  Source  of  Fun  and  Therapy 

By  Ewa  Fabijanczyk 

Independence  and  confidence  are  two  words  often  used  at  Fort  Belvoir  U.S.  Army  installation  in  Fort  Belvoir,  Virginia,  during  its  Adaptive  Aquatics 
Swimming  Class.  The  home  for  these  classes  is  the  Benyuard  Indoor  Pool.  Every  Wednesday  at  5:00  p.m.,  the  tun  begins  for  children  with  special 
needs  enrolled  in  the  Fort  Belvoir  Exceptional  Family  Member  Program  (EFMP).  Children  between  four  and  eighteen  years  of  age  have  an  opportunity 
to  splash  and  play  while  participating  in  developmental  swimming  lessons  from  a  water  safety  instructor.  During  class,  every  child  is  assisted  by  a 
caregiver,  parent,  or  volunteer,  which  enables  the  course  instructor  to  spend  time  working  individually  with  each  child. 

The  program  was  established  a  tew  years  ago  by  patrons  of  the  Directorate  of  Family  and  Morale,  Welfare,  and  Recreation  (DFMWR)  and  Army 
Community  Service  (ACS)  at  Fort  Belvoir.  Benyuard  Indoor  Pool  manager,  John  Wasserman,  says  he  is  proud  to  host  these  classes  and  is  trying  to 
improve  the  quality  and  accessibility  of  the  pool  for  children  with  special  needs.  Wasserman  works  closely  with  the  families  and  directors  of 
various  organizations  to  accommodate  their  needs  and  hopes  to  fund  a  new  lift  for  the  pool  soon. 

Jaye  Urban,  a  military  spouse  who  started  the  program  and  has  volunteered  her  time  for  the  past  two  years,  is  a  vital  reason  these  swimming 
classes  at  Fort  Belvoir  are  so  successful.  Urban  is  a  certified  American  Red  Cross  Swimming  and  Water  Safety  Program  instructor  and  works  with 
people  of  all  abilities.  The  experience  of  helping  children  achieve  goals  through  swimming  "is  the  most  rewarding,"  she  says.  For  Urban,  getting  to 
know  each  child  individually  and  ensuring  safety  is  always  a  priority.  The  class  is  open  to  children  with  a  wide  range  of  disabilities,  including  spina 
bifida,  autism,  cerebral  palsy,  and  Down  syndrome. 

Games  are  a  key  component  of  the  classes,  which  makes  each  class  fun  and  exciting.  Some  of  the  equipment  used  in  the  class  includes:  foam 
noodles,  beach  balls,  and  floating  devices.  The  goal  tor  the  class  is  to  provide  children  with  disabilities  the  opportunity  to  participate  in  swimming 
regardless  of  their  disability.  "Swimming  promotes  mobility,  flexibility,  strength,  confidence,  and  independence,"  Urban  says. 

These  adaptive  aquatics  classes  would  not  succeed  without  the  support  of  parents  and  volunteers.  Volunteers  at  Fort  Belvoir  include  Sean 
Urban  and  Andrew  Hurst,  from  Boy  Scout  Troop  118,  and  Erik  Estabrook.  They  also  volunteer  tor  Army  Community  Service.  Sean  Urban,  who  is 
the  son  of  the  swimming  instructor,  indicates  that  he  is  proud  to  be  a  part  of  the  program.  "I  especially  enjoy  seeing  the  kids  improve  over  time," 
he  says.  Andrew  Hurst,  whose  siblings  attend  the  classes,  also  loves  to  help.  Estabrook,  an  EFMP  client,  joined  the  class  to  learn  to  swim  and  help 
other  children,  and  is  now  doing  just  that.  "I  feel  extremely  proud  of  how  the  children  in  the  class  have  progressed,"  says  Estabrook. 

Stephanie  Hurst,  mother  of  two  children  who  attend  the  class,  Maggie  and  Sammy,  is  very  proud  of  her  children's  achievements.  Each  class 
brings  a  new  experience  for  them.  Her  son,  Sammy,  "has  improved  muscle  strength  from  swimming,"  she  says.  Her  daughter,  Maggie,  "started 
the  swimming  classes  terrified  of  the  water  and  after  a  year  she  has  gained  confidence  and  independence  in  the  water."  Another  mother,  Kathy 
Thompson,  loves  to  watch  her  son  Caden  swim.  "Caden  benefits  from  the  exercise  he  receives  from  swimming  as  well  as  his  comfort  level  in  the 
water.  He  can't  wait  tor  the  next  class,"  she  says. 

Instructor  Urban  indicates  that  she  loves  to  teach  swimming  to  the  children  and  is  very  proud  of  her  students'  achievements.  "Their 
enthusiasm,  their  smiles,  and  the  satisfaction  they  get  from  learning  a  new  skill  makes  my  job  one  of  the  best  in  the  world,"  she  says. 

Adaptive  aquatics  classes  can  be  therapeutic  and  beneficial  to  all  children  with  special  needs.  The  confidence  and  independence  gained 
through  swimming  positively  impacts  their  lives.  The  fort  Belvoir  parents  and  volunteers  enthusiastically  recommend  the  adaptive  aquatics 
swimming  classes  to  others.  Not  only  are  the  classes  themselves  very  popular  but  the  fort  Belvoir  students  can  also  practice  their  swimming  skills 
with  the  family  during  Open  Swim,  every  Saturday  from  1 :00  to  5:00  p.m. 


Ewa  Fabijanczyk  is  the  Fort  Belvoir  Army  Community  Service  Exceptional  Family  Member  Program  Assistant.  She  has  worked  in  Army  Community 
Service  for  the  past  four  years.  She  is  a  foreign-born  military  spouse  and  mother  of  a  teenage  daughter. 


Internet,  school  communication  sys¬ 
tems,  parent/teacher  groups,  doctors’ 
offices,  hospitals,  and  clinics.  Flyers 
may  be  easier,  but  personal  contact 
where  information  is  shared  can  be 
more  effective. 

8.  Plan  for  recognition.  Once  your 
program  is  under  way  (you  can  start 
actual  programming  any  time  your 
staff  feels  you  are  ready),  you  will 


also  want  to  implement  a  system  to 
recognize  program  participation  as 
well  as  staff  and  community  support. 
This  might  be  through  a  certificate  of 
accomplishment  for  a  learning  pro¬ 
gram  or  an  attendance  certificate  for 
a  fitness  group.  Staff  can  be  recog¬ 
nized  for  number  of  hours  worked 
(particularly  good  for  volunteer  staff) 
as  well  as  for  performing  program 
support  “above  and  beyond”  the  call 


of  duty.  Always  recognize  your  finan¬ 
cial  supporters  with  a  big  “thank 
you.”  Recognition  helps  build  pro¬ 
gram  loyalty  and  support,  necessary 
for  ongoing  participation  as  well  as 
for  generating  funding, 

9.  While  it  is  great  fun  to  be  able  to  sit 
back  and  enjoy  a  well-run  program, 
what  will  keep  that  program  continu¬ 
ing  with  quality  will  be  periodic 
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evaluation.  What  do  your  partici' 
pants  think?  Is  the  program  meeting 
their  needs?  How  could  the  program 
be  improved?  Is  your  staff  meeting 
their  obligations?  Is  the  facility  clean 
and  well  maintained?  Is  your  financial 
structure  appropriate?  Ask  everyone  - 
participants,  family  members,  staff, 
and  boosters.  How  often  is  evaluation 


appropriate?  At  least  every  six  months 
and,  most  certainly,  after  any  serious 
problem  and/or  aquatic  emergency. 

10.  An  ongoing  aquatic  program  re¬ 
quires  recommitment.  Just  getting  a 
program  started  may  seem  like  a 
daunting  task.  Keeping  a  program 
going  is  even  harder.  Just  as  many 


new  businesses  fail  within  the  first 
two  years,  so  do  new  programs. 
Programs  do  not  sustain  themselves. 
They  need  careful  tending  to  stay 
viable  for  the  participants  for  whom 
they  are  intended. 

Does  this  list  seem  long  and  com¬ 
plicated?  The  key  to  accomplishment 
is  taking  the  aquatic  program  devel¬ 
opment  process  one  step  at  a  time. 
When  you  have  accomplished  one 
step,  then  move  on  to  the  next.  A 
planning  group  has  the  advantage 
of  being  able  to  spread  out  the  work 
among  many  individuals,  capitalizing 
on  personal  strengths  and  communi¬ 
ty  contacts.  Try  to  keep  a  planning 
group  on  a  timetable,  with  regular 
meetings  to  keep  members  up  to  date 
on  the  total  process. 

An  aquatic  program  is  within  the 
reach  of  anyone  who  wants  to  build 
one.  Given  the  well-known  benefits  of 
aquatic  activity  for  individuals  with 
disabilities,  the  final  results  are  well 
worth  the  time  and  effort  involved.  • 


Susan  J.  Grosse  is  the  author  of  Water  Learning: 
Improving  Mental,  Physical,  and  Social  Skills 
Through  Water  Activities,  available  from  Human 
Kinetics  Publishers.  For  additional  information  on 
implementing  water  learning  experiences,  as  well 
as  a  wide  selection  of  pool  and  non-pool  activities, 
visit  www.humankinetics.com  Contact  Human 
Kinetics  at  800-7474457  or  info@hkusa.com. 


From  left:  Students  in  the  Fort 
Belvoir  Adaptive  Aquatics 
Swimming  Class  practice  activities 
''with  swimming  instructor, 

-  Jaye  Urbanfand  volunteer  and 
mother,  Stephanie  Hurst. 
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Healthcare  en 
IVie  Heme  Fronts 

Mother  of  Twin  Daughters  With  Autism 
is  Hospital  Corpsman  Treating  Iraqi 
Women  and  Children 

By  Maria  Caroff 

EP  INTERVIEWED  HOSPITAL  CORPSMAN  FIRST  CLASS  JENNIFER  KNUTH  BY  TELEPHONE 
IN  mid-March,  during  her  deployment  to  Iraq.  Information  she  shared  dur¬ 
ing  THAT  INTERVIEW  AND  IN  SUBSEQUENT  TELEPHONE  CONVERSATIONS  SINCE  SHE 
RETURNED  HOME  TO  THE  UNITED  STATES  AT  THE  END  OF  MARCH  IS  INCLUDED. 


In  Iraq 

The  phone  call  occurs  in  the  middle 
of  a  sandstorm,  “the  worst  we’ve 
had,”  says  Hospital  Corpsman  First 
Class  (HMl)  Jennifer  Knuth  of  the 
United  States  Navy,  but  throughout 
the  45  minutes  of  the  conversation, 
an  equanimity  transmits  itself 
through  the  voice  of  Knuth  in  this 
call  between  Camp  Taqaddum  (Tuh- 
KAY-duhm),  “TQ,”  Iraq  and 
Johnstown,  Pennsylvania  where  EP’s 
main  offices  are  located. 

Fortunately,  Corpsman  Knuth  and 
her  fellow  servicemembers  are  tucked 
safely  inside  while  the  wind  fiercely 
whips  sand  around  the  building. 

Thousands  of  miles  away  and  six 
hours  earlier  by  time  zone,  two  little 
redheaded  girls  are  engaged  in  their 
daily  routine  in  the  countryside  out¬ 
side  the  city  of  Athens,  Georgia,  home 
to  their  grandmother,  who  is  caring 
for  the  twin  girls  while  their  mother  is 
deployed  to  Iraq.  Knuth’s  daughters 
were  diagnosed  with  autism  when 
they  were  three  years  old,  and  their 
grandmother,  Sarah  Knuth,  is  follow¬ 
ing  routines  established  by  Jennifer 
with  her  girls  to  bring  calmness  and  a 
sense  of  security  to  their  day. 

The  toughest  part  of  her  deploy¬ 
ment  is  being  separated  from  her 
daughters.  Rowan  and  Rayna,  now  five 
years  old,  says  Knuth.  “The  big  chal¬ 
lenge  was  leaving  them.  This  is  the 
first  time  I’ve  been  away  from  them.  I 
call  them  at  least  twice  a  week,”  she 
says.  She  deployed  with  the  Marine 
Corps  in  September  2007  in  support  of 
Operation  Iraqi  Freedom  (OIF). 

While  separated  from  her  own 
daughters,  Knuth  does  see  many 
children  on  a  regular  basis  in  her 
duties  as  a  hospital  corpsman,  going 
outside  the  wire  to  provide  medical 
care  to  both  Iraqi  women  and  chil¬ 
dren.  (When  a  servicemember  goes 
“outside  the  wire,”  they  are  in  the 
war  zone  itself,  and  therefore  under 
less  protection  by  the  base  camp. 
The  phrase  Itself  refers  to  the  con¬ 


certina  wire  -  a  barbed,  spiraled  wire 
used  as  a  barrier  -  that  surrounds  the 
perimeter  of  the  base  for  protection). 
Knuth  sees  50  to  150  women  and 
children  in  a  span  of  four  hours  each 
time  she  goes  out.  There  is  time  for 
basic  treatment  and  to  lend  an  ear 
through  the  female  interpreter  as 
patients  talk  about  not  just  their  own 
and  their  children’s  health,  but  the 
lack  of  fuel  and  other  concerns  and 
dangers  they  face,  such  as  A1  Qaeda 
snipers  across  the  canal. 

Knuth  has  enjoyed  her  time  and  her 
work  in  Iraq,  although  the  environment 
at  times  can  be  “scary  and  terrifying.” 

Taking  Care 

From  October  to  March,  Knuth,  34, 
had  been  the  only  female  provider 
for  the  mothers,  grandmothers,  chil¬ 
dren,  babies,  and  the  few  husbands 
who  accompany  their  wives  to  the 
clinics  or  makeshift  healthcare 
offices  in  school  buildings  in  the  vil¬ 
lages  that  she  visits.  Women  are 
examined  on  one  side  of  the  building 
and  men  on  the  other.  Since  mid- 


March,  two  other  female  providers 
have  also  been  available  to  help  with 
care.  (Knuth  later  noted  that  when 
mothers  brought  their  babies  and 
children  to  be  examined,  “they 
would  dress  them  in  the  best  clothes 
that  they  have.”) 

“I  see  some  pretty  interesting  stuff 
out  there,”  she  says.  “A  lot  of  the 
women  know  me  by  my  first  name. 
They’re  so  (grateful)  that  we  came,  and 
we  were  able  to  bring  them  female 
care.”  During  her  visits,  she  says,  she 
sees  “very,  very  normal  children  and 
very  disabled  children.”  Down  syn¬ 
drome  and  cerebral  palsy  are  two  of 
the  disorders  she  sees  most  frequently, 
and  she  has  seen  some  children 
“burned  or  blown  up  from  bombs.  In 
the  States,  they  could  get  it  taken  care 
of,”  she  says,  fvnuth  can  refer  patients 
to  Baghdad,  but  often  “they  can’t  or 
are  afraid  to  make  the  trip,”  she  says. 

Knuth  recalls  eight-month-old  iden¬ 
tical  twins,  who  had  lost  a  triplet  sib¬ 
ling.  The  children’s  healthcare  issue 
was  failure  to  thrive  (a  term  used  to 
describe  children  whose  current 
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weight,  or  rate  of  weight  gain,  is  sig- 
nificantly  below  that  of  other  children 
of  similar  age  and  gender).  In  another 
case,  the  mother  of  a  two-month-old 
baby  did  not  have  breast  milk,  and  her 
husband  had  returned  to  another 
wife.  The  baby’s  mother  did  not  have 
money  to  buy  milk  for  her  baby.  “We 
let  the  sheiks  know”  about  situations 
like  this,  Knuth  indicated,  but  beyond 
that  there  is  not  much  they  can  do. 
She  remembers  one  child  who  had 
had  a  bad  fever  and  who  is  perma- 
nently  brain  damaged.  While  it 
appears  the  child’s  illness  may  have 
caused  the  brain  damage,  there  are 
“no  tests  (available)  to  prove”  it,  Knuth 
says.  For  the  many  difficult  things  that 
are  seen,  “you  can’t  dwell  on  it,”  she 
says.  “You  kind  of  have  to  put  up  a 
wall  so  it  doesn’t  bother  you  too 
much.  1  try  to  keep  it  positive  as  much 
as  1  can,”  she  says  of  her  outlook,  both 
for  herself  and  others. 

The  hospital  corpsman  has  been 
gathering  toys  for  the  children, 
through  the  Web  site  http://www.any' 
soldier.com.  She  listed  items  that  she 


wanted  to  have  sent,  and  toys  and 
school  supplies  have  arrived  for  the 
children. 

The  Family  Home  Front 

Back  home,  her  own  daughters  are 
doing  well  in  the  care  of  Knuth ’s  moth' 
er.  Things  did  not  work  out  with  the 
twins’  father,  and  Knuth  has  been  raiS' 
ing  them  herself  since  they  were  she 
months  old,  with  only  occasional  con' 
tact  from  their  father.  Family  and 
friends  have  been  a  big  support  for  her 
since  the  twins  were  born.  “I  was  lucky 
that  people  were  able  to  help,”  she  says. 
She  indicates  that  she  is  “absolutely 
secure  knowing  my  mom  is  watching 
them,”  during  her  deployment. 
“Without  her,  1  couldn’t  have  done  this. 
There’s  nobody  else  1  would  trust.” 

Twin-to-Twin  Transfusion  Syndrome 

Sixteen  to  eighteen  weeks  into  her 
pregnancy  with  Rowan  and  Rayna, 
Knuth  had  an  ultrasound,  the  one 
where  you  “can  tell  if  it’s  a  girl  or  boy,” 
she  said.  They  were  able  to  identify 
Rowan  as  a  girl,  but  she  was  told,  “I 


can’t  find  one.”  When  the  physician 
was  called  in,  he  was  able  to  find 
Rayna,  and  said,  “That  baby  is  stuck,” 
Knuth  learned  that  she  had  twin'tO' 
twin  transfusion  syndrome  (TTTS). 
(For  more  about  twin'tO'twin  transfU' 
Sion  syndrome,  see  the  accompanying 
sidebar  on  page  89.)  She  was  given  a 
few  options:  to  abort,  “which  I  wasn’t 
going  to  do;”  to  have  fluid  removed 
from  Rowan’s  sac  every  week;  to  have 
experimental  surgery;  or  to  “not  do 
anything  and  see  what  happens.”  The 
experimental  surgery  cost  $10,000, 
and  Knuth  knew  there  was  no  way 
she  could  afford  it.  However,  the  Navy 
agreed  to  cover  the  expense. 

Stationed  at  Beaufort  Marine  Corps 
Air  Station  in  Beaufort,  South  Carolina 
at  the  time,  Knuth  flew  to  Tampa, 
Florida,  where  Dr,  Ruben  Quintero, 
who  pioneered  the  endoscopic  fetal 
procedure,  performed  the  surgery  at 
St.  Joseph’s  Women’s  Hospital,  “My 
family’s  from  Florida,”  she  said,  and 
that  made  the  trip  better.  Knuth  went 
home  the  day  after  having  the  surgery. 
She  did  have  some  worry,  knowing 
that  the  endoscopic  surgery  was  still 
considered  experimental,  and  there 
had  not  been  a  lot  of  research  done  on 
twin'tO'twin  transfusion  syndrome. 
However,  “I  was  confident  in  the  doC' 
tors,”  she  says. 

Knuth  had  been  told  that  there  was 
a  60  percent  chance  with  the  surgery 
that  Rayna  would  live.  She  was  sta' 
tioned  at  Marine  Corps  Recruit  Depot 
(MCRD)  Parris  Island  when  the  girls 
were  born.  She  delivered  two  fulK 
term,  healthy  babies  in  February 
2003,  each  weighing  over  five 
pounds.  “That  was  a  miracle.  And 
they’ve  just  been  such  a  joy.  They’re 
just  so  much  fun.” 

Autism  Diagnosis 

As  Rayna  and  Rowan  grew,  Knuth  had 
noticed  some  areas  of  slow  develop' 
ment  for  her  daughters.  They  walked 
at  19  months,  but  she  attributed  that  to 
the  fact  that  they  are  twins,  and  twins 
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are  often  known  to  develop  more 
slowly.  However,  when  they  were  three 
years  old,  “one  of  their  teachers  talked 
to  me  about  it.  They  seemed  a  little 
nervous  at  first  to  tell  me,”  the  soft- 
spoken  yet  straightforward  Knuth 
says.  She  recalls  letting  them  know,  “If 
there’s  something  wrong  with  my  kids, 
I  would  appreciate  if  you  would  tell  me 
now  so  I  can  get  them  some  help.” 
They  indicated  to  her  that  they 
thought  the  girls  had  autism.  Follow¬ 
up  appointments  with  a  pediatrician 
and  pediatric  psychologist  and  a  vari¬ 
ety  of  tests  confirmed  autism.  Knuth 
recalls  her  next  question:  “What  do  I 
need  to  do  to  fix  this?”  Occupational, 
speech,  and  physical  therapy  were 
prescribed,  and  the  girls  attend  thera¬ 
py  three  times  each  week  when  their 
mother  is  at  home. 

Knuth  has  found  other  measures 
that  help.  The  family  keeps  a  regular 
routine  and  schedule.  “If  anything  is 
changed  in  that,  it  just  throws  off  the 
whole  day,”  she  says,  including  sleep¬ 
time.  “I  have  to  do  everything  the  same 
way  each  time,”  she  says.  For  example, 
when  the  family  comes  home,  they 
check  the  mail.  Skipping  the  task  at 
any  time  resulted  in  the  girls  becoming 
very  upset.  Fortunately,  establishing 
and  maintaining  a  routine  has  not 
been  difficult,  Knuth  says  that  may  be 


because  of  her  military  background 
and  training,  where  routine  is  stan¬ 
dard.  For  the  transition  to  her  mother’s 
house,  Sarah  kept  to  Jennifer’s  routine 
and  slowly  changed  things  as  neces¬ 
sary,  Jennifer  indicates  that  she  has 
discovered  that  if  she  provides  infor¬ 
mation,  a  little  bit  at  a  time,  prior  to  a 
change  occurring,  the  girls  are  better 
able  to  accept  it.  For  behavioral  issues, 
she  disciplines  the  girls  “like  other 
kids,”  she  says. 

One  challenging  area  for  the  girls 
is  being  around  crowds.  Knuth’s  solu¬ 
tion  during  grocery  shopping  is  to 
take  a  DVD  player  with  her.  It  keeps 
their  attention  elsewhere  so  they 
don’t  notice  that  they  are  in  a  crowd, 
she  says.  The  girls  select  a  movie  to 
watch  beforehand.  She  places  them 
in  the  carts  that  can  seat  two  and 
gives  them  each  earphones.  They’re 
so  consumed  by  whatever  they  are 
watching,  they  are  fine,  she  says. 

The  plan  is  for  the  girls  to  resume 
their  thrice-weekly  occupational, 
physical,  and  speech  therapy  when 
they  are  settled  in  again  with  their 
mother.  TRICARE  covers  the  cost  of 
therapy,  which  is  available  through 
civilian  healthcare  providers. 

Development 

Based  on  the  reports  Knuth  receives 


about  the  girls’  development,  “there 
are  some  things  they  do  better  than 
all  the  children,  and  some  things 
they  are  behind  on,”  she  says. 

The  girls  have  spent  the  past  year 
in  a  pre-kindergarten  classroom.  One 
teacher  has  told  Knuth  that  the  girls 
are  the  most  performance-oriented 
of  the  children  in  the  classroom. 
“They  love  to  perform,”  says  Knuth. 
They  are  also  adept  at  age-level  skills, 
such  as  cutting  paper  in  a  straight 
line,  stacking  blocks,  and  drawing. 

They  can  hear  a  song  one  time  and 
get  the  “exact”  tune  and  “go  with  it,” 
Knuth  says.  They  will  make  up  their 
own  words,  then  gradually  learn  the 
actual  words  to  the  song.  You  can  tell 
them  something  one  time,  “and  they 
can  repeat  it  back  to  you,”  she  says. 

When  the  girls  were  first  learning 
various  tasks,  their  teacher  would 
sometimes  become  frustrated 
because,  “they  won’t  do  it  unless 
they  think  you  are  not  paying  atten¬ 
tion,”  Knuth  says.  Rowan  could  recite 
her  entire  ABCs  without  missing  a 
beat,  but  if  you  sang  along  with  her, 
she  would  stop,  she  recalls. 

Their  mother  wants  the  twins  to  be 
able  to  “deal  with  regular  kids  in  a 
regular  classroom.”  For  the  upcom¬ 
ing  school  year,  depending  upon  the 
school’s  resources  and  testing  results, 
Knuth  would  like  the  children  to  be 
in  a  regular  classroom  and  attend  a 
classroom  for  children  with  special 
needs,  if  needed.  If  a  classroom  for 
children  with  special  needs  is 
unavailable,  she  would  take  them  out 
of  town  for  therapies. 

Knuth’s  perspective  is  positive  and 
optimistic.  “I’ve  just  always  been 
thankful  that  it’s  not  (more)  than 
what  it  is,”  she  says. 

Help 

The  transition  to  Sarah’s  household 
from  Jennifer’s  home  went  fairly 
smoothly.  “I  had  been  around  the 
girls  so  much,”  Sarah  says.  “They 
knew  me  so  well.” 
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“It’s  easier  being  a  grandmother,” 
though,  she  says.  “It’s  kind  of  hard 
being  both  at  the  same  time.”  It  helps 
that  keeping  them  occupied  is  fairly 
straightforward.  “They  entertain  each 
other  so  much,”  she  says.  The  best 
thing  about  having  this  time  with  the 
girls,  she  says,  is  “having  the  time  with 
them.  It’s  really  changed  my  life.  When 
they  leave.  I’ll  probably  go  through 
empty  nest  syndrome  all  over  again,” 
Sarah  recalls  that  during  a  conversa¬ 
tion  between  Jennifer  and  her,  Jennifer 
had  referred  to  her  daughters  as  “my 
girls.”  “I  said,  ‘You  mean  “my  girls"' 
Sarah  says.  “It’s  just  been  fun.  They  just 
do  the  cutest  little  things.” 

The  most  challenging  aspect  of 
having  the  girls  has  been  “dealing 
with  twins,  changing  my  lifestyle, 
going  places  I  used  to  go  and  taking 
them  with  me  ...  because  they  don’t 
slow  down,”  They  like  to  stay  up  in 
the  evening  with  their  grandmother, 
which  can  make  getting  them  out  of 
bed  in  the  morning  quite  challenging. 
She  has  not  wanted  to  leave  them 
with  a  babysitter,  Sarah  emphasizes 
that  the  help  of  her  other  daughter, 
Christy,  whose  family  is  expecting 
their  third  child,  has  been  invaluable. 

“It  hasn’t  been  as  difficult  for  me 
taking  care  of  the  twins  because  my 
other  daughter  (Christy)  is  here.  She’s 
been  great  about  helping  me  out  with 
the  girls.”  Christy  and  her  husband 
have  kept  the  girls  at  their  house 
sometimes.  “They  love  her  and  love 
her  husband  and  love  my  other 
grandchildren.  She  loves  these  girls, 
and  she  would  do  anything  for  them. 
I  couldn’t  have  done  it  without  her.” 

TheyVe  Got  Personality 

“They’re  such  sweet  little  girls,”  Knuth 
says  of  her  twins.  She  has  different 
stories  about  the  girls.  “They’re 
absolutely  alike,  and  absolutely  differ¬ 
ent,”  she  says,  describing  her  twins. 
While  Knuth  had  thought  that  Rayna 
was  the  more  outgoing  of  the  twins, 
she  notes  that  she  hears  “different  sto¬ 


Twin'tO'Twin  Transfusion  Syndrome 


Twin-to-Twin  transfusion  syndrome  (TITS)  is  a  condition  resulting  in  abnormal  blood 
exchange  between  identical  twins  through  a  common  placenta,  according  to  the  University  of 
Southern  Florida  Web  site  (http://hscweb3.hsc. usf.edu/health/now/?p=200). 

Not  all  identical  twins  share  a  common  placenta.  When  they  do,  the  proportion  of  blood  flow  can  be 
equal  between  the  twins.  However,  in  the  uneven  blood  flow  exchange  present  in  TITS,  one  twin  (donor) 
supplies  the  other  twin  (recipient)  with  an  excess  amount  of  blood.  Risks  are  present  for  each  twin,  with 
the  donor  twin  often  being  small  in  size  and  having  low  amniotic  fluid.  The  recipient  twin  can  develop 
cardiac  failure  and  have  excess  amniotic  fluid.  Other  conditions  can  be  present  for  both  twins.  TTTS  can 
result  in  the  loss  of  one  or  both  of  the  twins.  Without  treatment,  there  is  the  risk  of  neurological  or 
physical  damage  to  the  twins.  A  routine  ultrasound  during  pregnancy  is  often  the  way  that  twin-to-twin 
transfusion  syndrome  is  detected. 

Some  of  the  treatment  options  for  TTTS  include:  amnioreduction,  in  which  excess  amniotic  fluid  is 
removed  from  the  amniotic  sac  of  the  recipient  twin  throughout  the  pregnancy:  monitoring  of  the 
pregnancy  through  routine  ultrasound;  or  endoscopic  laser  surgery  performed  during  pregnancy,  in  which 
a  laser  is  used  to  seal  off  the  placental  blood  vessels  through  which  the  twins  are  unequally  sharing  blood. 

The  Web  site,  http://www.fetalhope.org,  offers  support  for  parents. 


ries  about  them  every  time”  from  oth¬ 
ers.  She  had  thought  that  Rayna  was 
more  of  the  leader  and  Rowan  more  of 
the  follower  but  recently  has  been  told 
the  opposite.  Some  days,  Rayna  seems 
to  want  all  the  attention,  while  on 
other  days.  Rowan  appears  to  seek  the 
most  attention.  One  day  when  Knuth 
was  talking  with  them  on  the  tele¬ 
phone,  Rayna  was  the  talker  and 
“Rowan  didn’t  want  to  have  anything 
to  do  with  it,”  while,  another  time. 
Rowan,  older  by  one  minute,  wanted 
to  do  all  the  talking, 

“They’ll  plan  things  together,”  she 
says,  recounting  a  story  her  mother 
told  her  about  one  of  the  girls’ 
escapades.  They  had  been  fighting 
over  a  Barbie®  car,  and  Sarah  had  told 
them  it  would  be  put  away  if  they 
could  not  share  it.  Sarah  put  the  car 
on  a  shelf  at  the  top  of  the  closet. 
Within  five  minutes,  it  had  become 
quiet.  Sarah  went  to  the  room  to  see 
what  they  were  doing.  The  girls  had 
gotten  a  chair  from  the  dining  room 
and  were  helping  each  other  to  get 
the  Barbie  car  down,  Sarah’s  pres¬ 
ence  did  not  faze  them  as  they  dis¬ 
cussed  with  each  other  what  to  do, 
one  twin  getting  a  pillow  to  add 
height  to  the  chair  and  the  other  twin 
holding  the  chair  in  place.  They 
retrieved  the  car. 


“If  they  want  something,  they  both 
want  it,”  Jennifer  says. 

“They  love  to  exercise,”  she  says. 
When  her  mother  bought  a  new 
Pllates  book,  Rayna  would  look  at  a 
page,  grab  the  wall,  and  practice  the 
maneuver.  Then  she  would  come 
back,  look  at  a  new  picture,  and  say, 
“Okay,  I  got  it!”  after  which  she  would 
run  over  and  perform  that  maneuver, 
then  come  back  and  turn  the  page  for 
the  next  exercise,  and  start  all  over. 

“We  have  so  much  fun,”  she  says. 
Even  when  she’s  mad  at  them,  she  finds 
herself  laughing  so  hard,  she  can’t  be 
mad  at  them  anymore.  “You  can  ask 
them  what  they  do  wrong,  and  they’ll 
tell  you.”  Sometimes  the  girls  will  “tag 
team”  in  misbehavior,  Knuth  says. 

“They  don’t  pay  attention  to 
strangers  a  lot.  But,  at  the  same  time, 
they  do.”  They  may  have  no  interac¬ 
tion  with  somebody  while  out  with 
their  mother,  but  later  they’ll  note  to 
their  mother  something  such  as  a 
picture  on  the  shirt  the  person  was 
wearing.  “They’ll  notice  detail  that 
you  don’t  think  they’d  notice,  that 
you  don’t  even  notice,”  she  says. 

They’re  “exactly  opposite,  mirror 
twins,”  Knuth  says,  noting  that  they 
have  parts  on  opposite  sides  of  their 
hair,  dimples  on  opposite  cheeks,  and 
teeth  that  slightly  angle  on  opposite 
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Textbook  Regarding  Twin'tO'Twin  Transfusion  Syndrome 

Dr.  Ruben  Quintero,  who  performed  the  surgery  for  Hospital  Corpsman  Jennifer  Knuth,  pioneered  the 
endoscopic  laser  surgery  treatment  for  TwIn-to-TwIn  Transfusion  Syndrome  (TTTS).  He  Is  the  editor  of 
Twin-Twin  Transfusion  Syndrome,  a  textbook  for  physicians  involved  in  the  care  of  patients  with  TTTS.  The 
textbook  includes  information  regarding  the  etiology  (cause  or  origin)  of  TTTS,  diagnosis  and 
management,  ethics,  epidemiology,  ultrasound  assessment  and  management,  and  neurological 
outcomes. 


sides  of  their  mouths.  Knuth  says 
that  their  “fire'engine  red  hair  runs 
in  the  family.” 

A  Family  History  Of  Service 

Knuth  is  currently  stationed  at  Marine 
Corps  Air  Station  New  River,  in 
Jacksonville,  North  Carolina,  and 
returned  home  from  Camp  Taqaddam 
at  the  end  of  March.  She  may  redeploy 
next  August  or  September.  “I’m  actual¬ 
ly  due  to  transfer  next  May  or  June,” 
she  says.  There  has  been  some  talk 
about  Afghanistan.  Either  one  would 
be  okay  with  her.  “If  I  were  single 
without  kids,  I  would  feel  just  fine,” 
she  says. 

Knuth  is  with  Marine  Wing  Support 
Squadron  (MWSS)  272.  (Navy  hospital 
corpsmen  serve  either  with  the  Navy 
or  with  the  Marine  Corps.  All  Marine 
Corps  hospital  corpsmen  are  from  the 
Navy.)  She  has  been  taking  college 
courses  and  would  like  to  attend 
school  to  become  a  physician’s  assis¬ 
tant.  With  13  years  in  the  Navy,  her 
intention  is  to  stay  for  20. 

Knuth’s  Military  Occupational 
Specialties  (MOS)  are  Independent 
Duty  Corpsman  (IDC)  and  Fleet 
Marine  Force  (FMF)  Corpsman.  An 
Independent  Duty  Corpsman  is  quali¬ 
fied  to  take  care  of  patients  without  a 
physician  present,  much  like  a  physi¬ 
cian’s  assistant  in  a  non-military  med¬ 
ical  setting.  As  a  Fleet  Marine  Force 
(FMF)  Corpsman,  she  has  undergone 
training  qualifying  her  to  be  deployed 
with  the  Marines.  She  was  recognized 
as  Sailor  of  the  Quarter  for  the  fourth 
quarter  of  2007. 

This  has  been  Knuth’s  third  deploy¬ 
ment  in  this  Area  of  Responsibility 
(AOR)  (a  specific  geographic  region 
under  a  Unified  Combatant 
Command  (UCC)).  She  was  deployed 


twice  previously,  on  the  USS  Abraham 
Lincoln,  in  the  Persian  Gulf  for  six 
months.  A  history  of  military  service 
runs  in  her  family.  Her  father  was  a 
Marine  during  the  Vietnam  War.  Two 
half-brothers  served  in  the  Marine 
Corps.  Her  paternal  grandfather 
served  in  the  Army  Air  Corps  during 
World  War  II,  and  one  of  her  uncles 
was  a  Navy  Captain  during  WWII.  Yet 
with  all  that  history,  Knuth  had  not 
planned  to  join  the  military  service. 
However,  “I  was  just  bored  one  day, 
and  drove  in”  to  see  a  recruiter.  “My 
Mom  was  pushing  me  for  it.”  On  her 
way  home  from  her  job  at  a  restau¬ 
rant,  she  thought,  “Let’s  see  what  they 
have  to  say.”  Of  her  time  in  the  Navy, 
Knuth  says,  “It  seems  like  just  yester¬ 
day.  I’ve  enjoyed  it.” 

Regarding  her  encouragement  to 
Jennifer  to  join  the  service,  Sarah 
says,  “I  had  wanted  her  to  join  some¬ 
thing,  She  wasn’t  really  college  ori¬ 
ented,”  although  she  is  very  smart, 
she  says.  Sarah  is  a  high  school  pro¬ 
fessional  (guidance)  counselor  and 
was  so  at  the  time  that  Jennifer  was 
in  school.  “I  kind  of  wanted  her  to  get 
out  of  a  small  town  and  see  the 
world.  I  took  her  to  a  Navy  recruiter 
one  time.  I  knew  that  there  were 
other  options  out  there,  other  than 
college  and  technical  school,  that 
you  really  needed  further  education 
somewhere,”  Sarah  says  of  her 
daughter,  “She’s  very  bright,  very 
social.  She’s  also  very  independent.  It 
takes  a  lot  to  get  her  upset.  She’s  real 
even-keeled,  easygoing.  She  loves 
working  with  people.” 

Some  of  Jennifer’s  training,  such  as 
that  to  prepare  her  to  go  out  in  the 
field  with  the  Marines  “scared  me,” 
Sarah  says.  Yet,  “I  feel  like  she  proba¬ 
bly  helped  a  lot  of  people  over  there 
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and  Improved  lives.”  Sarah  notes  that 
she  has  told  Jennifer  that  she  will  not 
ask  any  questions  about  her  time  in 
Iraq,  but  she  is  always  willing  to  lis¬ 
ten.  “I  want  to  pretend  she  wasn’t  in 
the  middle  of  all  of  that,”  she  says. 

Home  Again 

Knuth  was  preparing  the  family’s  home 
in  Jacksonville  for  the  girls’  return  after 
they  complete  the  school  year  in  Athens, 
where  she  thought  it  best  they  remain 
for  the  sake  of  consistency  and  routine.  It 
will  be  important  to  re-establish  their 
routine  at  home.  “I  want  everything  done 
before  they  get  (here),”  she  says.  Since 
arriving  home,  she  has  been  able  to 
spend  some  time  with  them,  seeing 
them  for  the  first  time  since  September 
when  her  mother  took  the  girls  to  the 
squadron  at  New  River  for  her  arrival, 
and  spending  some  time  with  them 
since  then.  She  was  going  to  see  the  girls 
on  May  14  again  and  was  counting 
down  the  days.  She  planned  to  stay  at 
her  mother’s  for  a  couple  of  weeks  and 
then  to  take  the  girls  home  with  her. 

The  distance  between  New  River 
and  Athens  is  about  400  miles,  Sarah 
says,  “anywhere  from  seven  to  eight 
hours.  It’s  a  day-long  drive.”  They  will 
coordinate  summer  visits  around 
everybody’s  schedules. 

The  Future 

Regarding  future  deployments,  Knuth 
says,  “The  only  thing  that  stops  me 
from  going  out  even  more  than  what  I 
do  is  because  of  my  kids.  There’s  plen¬ 
ty  of  opportunity  for  me  to  go  out.  I 
need  to  spend  time  with  my  kids.” 

She  notes  that  she  wants  her 
daughters  to  have  the  type  of  life  that 
they  are  capable  of  having.  She  indi¬ 
cates  that  she  is  “trying  to  teach  them 
to  be  able  to  live  in  the  world”  ...  in  a 
way  that  “they  are  not  going  to  be 
picked  on  and  judged.”  She  wants  to 
put  them  in  a  regular  school,  “not 
making  them  feel  like  they’re  special. 
They  feel  special  because  they’re 
mine.  Not  out-of-the-way  special.”  • 


United  States  Military  Sectien 


Sixty  Years  of  Serving 
Veterans 


Nonprofit,  Recording  for  the  Blind  and  Dyslexic®,  helps  veterans 
achieve  educational  and  personal  success 


By  Jenny  Falke  and  Noreen  Braman 


Returning  home  from  war  with¬ 
out  sight  is  a  devastating  reality 
that  often  sends  veterans  “to  a 
dark,  bad,  lonely  place.”  Those  are 
the  words  of  Corporal  (Cpl.)  Michael 
Jernigan,  United  States  Marine  Corps 
(USMC),  Retired  (Ret.)  who  served  in 
the  Marine  Corps  in  Operation  Iraqi 
Freedom  (OIF)  and  received  serious 
combat  wounds,  including  the  loss  of 
both  of  his  eyes. 

Learning  to  live  with  no  vision  is  a 
challenge,  much  as  it  was  in  1 948  for 
those  returning  from  World  War  II 
(WWII),  Tasks  like  dressing,  eating, 
writing,  reading,  and  traveling  were 
changed  forever  for  these  sightless 
veterans.  Since  the  GI  Bill  that  guar¬ 
anteed  a  college  education  to  all  vet¬ 
erans  of  the  war  had  just  been 
passed,  the  inability  to  read  caused 
an  exceptional  amount  of  angst  for 
many.  The  veterans  were  anxious  to 
move  forward  with  their  lives  but 
needed  access  to  textbooks  in  order 
to  complete  their  educations. 


Recording  for  the  Blind  and  Dyslexic  [RFB&Dl 
isFonndedin1948 

In  1948,  Anne  T.  Macdonald  was  a 
member  of  the  New  York  Public 
Library’s  Women’s  Auxiliary  when 
the  letters  started  to  arrive  from  sol¬ 
diers  who  had  lost  their  sight  in  com¬ 
bat  during  WWII,  They  wanted  to 
know  if  the  library  could  help  them 
access  their  textbooks. 

Macdonald  took  action  and  mobi¬ 


lized  the  members  of  the  Women’s 
Auxiliary  to  find  a  way  to  break  the  bar¬ 
rier  between  the  soldiers  and  the  print¬ 
ed  word.  With  the  conviction  that  “edu¬ 
cation  is  a  right,  not  a  privilege,”  she 
and  her  friends  began  recording  books 
on  the  top  floor  of  the  library,  using 
what  was  then  state-of-the-art  technol¬ 
ogy:  six-inch  vinyl  SoundScriber 
phonograph  discs  that  played  only 
twelve  minutes  of  material  per  side. 

Macdonald’s  idea  would  help  hun¬ 
dreds  of  thousands  of  students  in  the 
years  to  come  and  spark  the  begin¬ 
ning  of  a  nonprofit  organization  - 
Recording  for  the  Blind®. 

Through  these  efforts,  veterans 
who  were  blind  were  able  to  com¬ 
plete  their  educations  and  rebuild 
their  lives  -  earning  college  and  grad¬ 
uate  degrees  and  pursuing  profes¬ 
sional  development. 

The  organization  changed  its  name 
to  Recording  for  the  Blind  and 
Dyslexic®  (RFB&D®)  in  1995.  This 
year,  the  organization  is  celebrating 
its  60th  anniversary.  More  than  7,000 
volunteers  work  in  29  studios  nation¬ 
wide  to  produce  the  recorded  books. 


Still  Helping  Veterans,  and 
Tiinnsands  Mere,  60  Years  Later 

Cpl.  Jernigan  is  one  of  more  than 
185,000  individuals  who  currently 
use  RFB&D’s  Learning  Through 
Listening®  Program,  His  membership 
to  RFB&D  gives  him  access  to  more 
than  43,000  digitally  recorded  audio¬ 


books  on  CD,  available  in  RFB&D’s 
CV  Starr  Learning  Through  Listening® 
Library.  The  books  cover  educational 
topics  for  elementary  through  col¬ 
lege  and  post-graduate  school  levels. 

Jernigan  uses  the  audiobooks  at 
Northern  Virginia  Community 
College.  He  attends  all  of  his  classes 
with  the  help  of  his  guide  dog, 
Brittani,  and  is  happy  to  have  the  tech¬ 
nology  with  him  in  the  classroom. 
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Cpl.  Michael  Jernigan  now  uses  the  services  of 
Recording  for  the  Blind  &  Dyslexic  in  the  classroom. 


He  takes  notes  as  he  reads  by 
speaking  into  a  portable  cassette 
player  and  is  grateful  for  his  compun 
er  skills  and  the  assistive  technology 
he  uses  proficiently. 

The  RFB&D  technology  Jernigan 
uses  consists  of  a  specialized  playback 
device  that  provides  him  with  Inde- 
pendence  through  its  portability  and 
ability  to  be  navigated  by  page,  chapter, 
or  section  at  the  press  of  a  button.  He 
can  read  alone  easily  with  no  assis¬ 
tance  necessary  to  find  the  correct 
page,  place  an  electronic  bookmark, 
and  get  a  full  understanding  of  all  the 
elements  on  the  page,  because  the 
recordings  also  include  knowledgeable 
and  detailed  descriptions  of  graphic 
elements.  RFB&D’s  volunteers  include 
experts  in  various  fields  to  record  the 
books,  so  the  charts,  pictures,  and 
graphs  are  described  in  detail  in  the 
correct  language  and  jargon.  These 
functions  make  the  audiobooks  a  very 
effective  learning  and  study  tool. 

The  accommodations  provided  by 
RFBS.D  have  allowed  Jernigan  to  be 
extremely  independent.  The  technol¬ 
ogy  permits  nothing  to  slow  him 
down.  Like  the  thousands  of  wound¬ 
ed  veterans  before  him  who  used 
RFB&D’s  recorded  books  to  continue 
their  education,  he  is  determined  to 


Organization  Information 

RFB&D  is  the  nation's  educational  library  serving 
people  who  cannot  effectively  read  standard  print 
because  of  visual  impairment,  dyslexia,  or  other 
physical  disability.  RFB&D's  mission  is  to  create 
opportunities  for  individual  success  by  providing  and 
promoting  the  effective  use  of  accessible  educational 
materials.  The  recorded  textbooks  and  services  help 
people  with  print  disabilities  fulfill  their  educational  and 
professional  dreams. 

Volunteer  opportunities  are  available  in  many  areas 
all  across  the  nation,  and  there  are  many  other  ways  to 
help,  such  as  by  sponsoring  a  recording  through 
RFB&D's  Adopt-A-Text  Program.  Visit  http://www. 
rfbd.org  to  learn  more,  or  for  more  information  on 
memberships,  contact  your  local  RFB&D  unit  by  clicking 
on  the  Nationwide  Locations  channel  and  selecting  the 
unit  closest  to  you.  For  more  information  on  RFB&D's 
service  to  veterans,  visit  http://vvww.rfbd.org/vet.  For 
additional  information,  contact  RFB&D's  national 
headquarters  at  1-800-221-1098. 


complete  his  degree,  begin  a  career, 
and  move  forward  with  his  life.  It  is  a 
joy  to  see  his  enthusiasm,  especially 
when  we  learn  exactly  how  long  a 
road  his  recovery  has  been. 

Born  into  a  military  family, 
Jernigan  always  thought  he  would  join 
the  military,  too.  With  grandfathers, 
uncles,  and  his  father  all  serving  in 
various  branches  of  the  service,  it  was 
a  proud  family  tradition.  When  he  was 
sworn  into  the  Marine  Corps,  it  was 
his  father  who  administered  the  oath, 
while  the  rest  of  the  family  looked  on. 

It  wasn’t  long  before  Jernigan  shipped 
out  to  Okinawa,  Japan,  then  Kuwait, 
and,  ultimately,  Iraq.  In  Iraq,  he  found 
himself  in  several  firefights.  Bullets  flew 
around  him,  hitting  the  dirt  at  his  feet, 
missing  him  at  times  by  only  inches. 

Then,  one  day,  while  patrolling  in 
an  armored  Humvee,  two  roadside 
bombs  went  off,  one  after  the  other. 
Jernigan  was  thrown  through  the  air. 
He  sustained  severe  head  injuries 
that  caused  him  to  lose  his  sight.  He 
had  fingers  blown  off  that  were  later 
reattached.  He  could  have  bled  to 
death  there  on  the  road  from  a  punc¬ 
tured  femoral  artery  except  for  the 
quick  response  of  medics. 

What  followed  were  years  of  pain, 
surgery,  and  a  depression  that 
Jernigan  says  sent  him  to  that  “dark, 
bad,  lonely  place.”  Gradually,  bit  by 
bit,  with  the  help  of  medical  person¬ 
nel,  counselors,  and  a  close  and  lov¬ 
ing  family,  Jernigan  has  left  the  dark 
place  behind.  As  he  says,  “It’s  been  a 
long,  hard  road.” 

Jernigan  feels  honored  to  know 
that  RFB&D  was  originally  founded 
for  wounded  veterans  like  him  and  is 
thankful  to  the  thousands  of  volun¬ 
teers  who  make  the  recorded  books 
possible. 

Other  veterans  have  also  shown 
RFB&D  how  grateful  they  are  for  the 
educational  materials.  At  a  volunteer 
recognition  event  in  Austin,  Texas  in 
2007,  Randy  Greene,  U.S.  Army,  Ret., 
spoke  to  100  volunteers,  thanking  them 
for  the  service  they  provide  and  the 


audio  textbooks  they  make  available.  He 
was  an  early  user  of  ITFB&D  and  served 
in  many  organizations  to  help  people 
who  are  blind  and  visually  impaired. 

A  USA  Today  article  reported  that 
1 , 100  veterans  of  Iraq  and  Afghanistan 
-  1 3  percent  of  all  seriously  wounded 
casualties  -  will  undergo  surgery  for 
damaged  eyes.  That  is  the  highest  per¬ 
centage  for  eye  wounds  in  any  major 
conflict  dating  to  World  War  I,  accord¬ 
ing  to  research  published  in  the 
Survey  of  Ophthalmology.  It’s  a  hard 
truth,  but  one  that  helps  RFB&D  and 
its  volunteers  and  supporters  under¬ 
stand  how  important  their  work  will 
be  in  the  coming  years.  • 


Jenny  Falke  is  the  Communications  Manager  of 
the  Regional  Unit  of  the  South  Central  States  of 
RFB&D.  The  unit  is  reaching  out  to  students  in 
Texas,  Arkansas,  and  Oklahoma.  Noreen  Braman 
is  the  Multimedia  Design  Editor  at  RFB&D's 
National  Headquarters  in  Princeton,  New  Jersey. 


Do  you  know  a  veteran  who  is  blind  or 
visually  impaired  who  would  benefit  from 
this  article?  Visit  EP's  Web  site 
(www.eparent.com)  after  June  15th  and 
click  on  the  Military  Channel  to  find  an 
audio  recording  of  this  article. 
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Homes  for  Our  Troops  Builds  More 
Thau  Specially  Adapted  Homes 

Rebuilding  lives  and  restoring  independence 

By  Vicki  Thomas 


The  Build  Brigade 
frames  the  home  of 
Sergeant  Peter  Damon 
in  MiddleborOf 
Massachusetts. 


L  V— 


The  biggest  fear  that  mast 

brave  men  and  women  who  volunteer 
to  serve  our  country  through  military 
service  have  is  that  they  could  be  killed 
in  action  while  fighting  overseas,  leav¬ 
ing  their  families  alone.  However,  they 
often  do  not  think  about  how  their  lives 
and  the  lives  of  their  families  would 
change  if  they  returned  home  from 
Iraq  or  Afghanistan  with  severe  injuries. 

When  Sergeant  (Sgt.)  Eric  Edmondson 
returned  home  from  Iraq,  his  family  was 
told  that  because  of  the  serious  brain 
injuries  he  had  sustained,  his  condition 
would  never  drastically  improve.  Medical 
professionals  recommended  that  Eric  be 
placed  in  a  nursing  home. 

Eric’s  wife  and  his  parents  did  not  take 
the  recommendations  of  doctors.  They 
took  control  of  the  situation  and  moved  in 
together  to  care  for  Eric  24/7  in  a  house  the 
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family  rented  in  North  Carolina.  That 
house  presented  additional  challenges 
because  of  the  way  most  houses  are 
designed,  with  three-foot  hallways  and 
thirty-twoAnch  doorways.  Eric  spends  a 
good  deal  of  time  in  an  oversize  wheelchair, 
so  he  needed  a  home  with  wider  doorways 
and  hallways  so  he  could  move  from  room 
to  room  to  fully  participate  in  family  life. 

Sgt.  Peter  Damon  was  repairing  a  tire 
on  a  Black  Hawk  helicopter  in  Iraq  when 
it  exploded.  He  lost  his  right  arm  above 
the  elbow  and  his  left  arm  above  the 
wrist.  Peter,  his  wife,  and  two  young  chil¬ 
dren  were  living  with  his  mother.  Peter 
had  always  loved  working  with  his 
hands,  and  now  even  basic  bathroom  and 
hygiene  needs  became  difficult. 

When  Specialist  (SPC)  Russell  Kyle 


Burleson  returned  home  from  Iraq  to 
Springhill,  Louisiana,  paralyzedfrom  the 
neck  down,  he  and  his  wife  Kristy  and 
their  two  small  children  lived  with  his 
mother  in  a  900-square-foot  house.  Kyle 
was  confined  to  one  tiny  room  that  did 
not  have  enough  electrical  outlets  for  the 
fourteen  medical  devices  that  had  to  be 
plugged  in  at  all  times  to  keep  him  alive. 
The  family  also  did  not  have  a  generator 
to  keep  his  medical  devices  going  in  the 
event  of  a  power  outage  in  hurricane- 
prone  Louisiana. 

Corporal  (CPL)  Evan  Morgan  lost  both 
of  his  legs  and  sight  in  his  right  eye  from 
an  explosion  while  on  his  second  tour  of 
duty  in  Iraq.  Evan  gets  around  very  well 
using  prosthetics  on  both  legs  but  spends 
much  time  in  a  wheelchair  inside  his 
home,  scraping  his  knuckles  in  hallways 


that  are  too  narrow  and  in  doorways 
that  are  too  small. 

Homes  for  Our  Troops  Helps  Veterans  Who 
Are  Severely  Injured  and  Their  Families 

Homes  for  Our  Troops  (HFOT),  a  nation¬ 
al  nonprofit  organization  based  in 
Taunton,  Massachusetts  provided  Sgt, 
Eric  Edmundson,  Sgt,  Peter  Damon,  and 
SPC  Kyle  Burleson  with  the  keys  to  the 
American  dream— a  specially  adapted 
home  at  no  cost  to  these  veterans  who 
gave  so  much  to  our  country.  CPL  Evan 
Morgan  recently  learned  that  Homes  for 
Our  Troops  will  be  building  a  specially 
adapted  home  for  him,  his  wife,  and 
their  new  baby  daughter— a  home  that 
addresses  all  the  physical  barriers  he 
faces  due  to  his  life-altering  injuries. 

Homes  for  Our  Troops  has  already 
completed  25  specially  adapted  home 
projects  for  servicemembers  who  are 
severely  injured  and  their  families 
since  it  was  founded  in  2004,  They 
have  a  goal  of  building  100  more  spe¬ 
cially  adapted  homes  over  the  next 
three  years  for  veterans  who  are 
severely  injured.  With  all  items  fac¬ 
tored  in,  from  the  purchase  of  the  land, 
to  all  the  building  materials  and  sup¬ 
plies  needed  inside  and  out,  the  aver¬ 
age  cost  per  home  is  over  $250,000. 

Homes  for  Our  Troops  has  national 
corporate  sponsors  and  also  reaches 
out  to  the  local  community  to  support 
each  project,  as  hundreds  of  profes¬ 
sional  home  construction  companies 
donate  time,  materials,  and  volunteers 
to  build  the  homes.  They  also  rely  on 
the  donation  of  funds  and  professional 
construction  services  to  provide  the 
homes  free  of  charge  to  the  veterans. 

How  Homes  for  Our  Troops  Began 

As  with  any  great  organization.  Homes 
for  Our  Troops  began  with  a  leader 
with  vision  who  recognized  a  need  and 
then  did  something  to  make  it  happen. 

John  Gonsalves  was  a  construction 
supervisor  and  would  listen  to  the  night¬ 
ly  news  reports  about  servicemembers 
returning  home  with  severe  brain  injury 
or  the  loss  of  arms,  legs,  or  vision.  He 
wondered  what  would  happen  to  these 


men  and  women  who  had  sacrificed  so 
much  for  our  country.  How  would  they 
get  around  in  the  comfort  of  their  home 
with  such  severe  injuries? 

Gonsalves  went  on  a  mission  to  find 
out.  He  learned  that  most  of  the  young 
men  and  women  that  volunteer  are  so 
young  that  they  cannot  afford  to  own  their 
own  home.  So,  most  rent,  or  they  live  with 
their  parents.  He  learned  that  their  severe 
injuries  did  not  allow  them  to  move  freely 
in  their  homes  because  houses  and  apart¬ 
ments  are  not  barrier-free  or  easily  adapt¬ 
ed  to  take  into  consideration  the  types  of 
disabilities  incurred  during  combat. 

With  all  the  information  he  learned 
as  he  spoke  to  these  veterans  and  visit¬ 
ed  hospitals  like  Walter  Reed  Army 
Medical  Center,  he  was  on  a  mission  to 
found  Homes  for  Our  Troops. 

Gonsalves  is  committed  to  running  the 
nonprofit  organization  by  maintaining  the 
highest  professional  standards,  and  keep¬ 
ing  it  financially  efficient  and  profession¬ 
ally  staffed.  His  efforts  were  recently 
rewarded  when  the  American  Institute  of 


Philanthropy  (AIP)  (http://www.charity- 
watch.org),  one  of  the  country’s  premier 
charity  watchdog  organizations,  reviewed 
Homes  for  Our  Troops’  finances  and 
included  the  organization  in  their  Top- 
Rated  Veterans  &  Military  Charities  listing. 

Steps  for  a  Homes  for  Our  TToops 
Specially  Adapted  Home 

The  first  step  in  the  Homes  for  Our  Troops 
building  process  is  qualifying  service- 
members  who  are  severefy  injured  for  a 
specially  adapted  home.  Interested  family 
or  servicemembers  should  go  to  the 
Homes  for  Our  Troops  Web  site 
(www.homesforourtroops.org),  choose 
About  Us,  and  click  on  the  Application  for 
Vets  channel  to  fill  out  the  Request 
Application  for  Assistance  page 
(http://www,homesforourtroops.org/site/S 
urvey?SURVEY_lD=  1661&ACT10N_REQ 
UlRED  =  URI_ACT10N_USER_REQUESTS). 

Once  the  application  has  been 
approved.  Homes  for  Our  Troops  works 
very  closely  with  the  selected  service- 
member  to  find  out  where  the  veteran 


What  is  a  Specially  Adapted  Home? 

Many  of  the  life-altering  injuries  sustained  by  our  military  men  and  women  fighting  in  Iraq  and 
Afghanistan  include  the  loss  of  one  or  more  limbs,  varying  levels  of  paralysis,  and  traumatic  brain  injury. 
Other  veterans  have  returned  with  blindness,  deafness,  or  with  severe  burns.  These  young  men  and 
women  must  now  relearn  skills  often  take  for  granted,  like  walking,  getting  dressed,  eating,  and  talking. 
Many  of  the  injured  veterans  need  specially  adapted  homes  that  will  allow  them  to  regain  their 
independence  and  help  them  and  their  families  rebuild  their  lives. 

Some  of  the  basic  requirements  of  a  specially  adapted  home  are: 

•  Ramps  or  lifts  that  are  5  feet  by  5  feet,  to  allow  for  turning  a  wheelchair,  and  that  also  are  equipped 
with  protective  railings 

•  Doorways  that  are  36  inches  wide 

•  Americans  With  Disabilities  Act  (ADA)-compliant  kitchen  appliances  such  as  roll-under  cooktops 

•  Hallways  that  are  48  inches  wide 

•  Garages  or  carports  that  allow  unrestricted  wheelchair  maneuverability  alongside  a  car  and  ease  of 
entry  and  exit  with  all  accessible  vans 

•  Motion-  or  voice-activated  doors,  alarm  systems,  and  other  items  that  can  be  operated  by  those  who 
have  lost  arms  or  who  are  blind 

•  Bathrooms  with  very  generous  floor  areas,  providing  space  for  a  wheelchair 

•  Hung  washbasins  that  are  affixed  at  a  height  to  enable  a  wheelchair  to  maneuver  below  the  fixture 

•  A  mirror  low  enough  for  the  person  to  easily  see  his  or  her  face  at  wheelchair  level 

•  Adequate  grab  bars,  capable  of  bearing  the  person's  weight,  installed  for  the  tub  and  shower 

•  Large  enough  stall  showers  (5  feet  by  5  feet)  to  allow  for  a  built-in  bench 

•  Hands-free  fully  automatic  toilets 

•  Raised  toilet  with  armrests  to  support  body  weight 

•  Wall  switches  and  electrical  outlets  within  reach  from  a  wheelchair  (minimum  18  inches  and  maximum 
48  inches  from  the  floor) 
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and  his  or  her  family  wants  to  live.  The 
next  step  is  to  purchase  the  land  to  build 
the  specially  adapted  home.  A  small  per¬ 
centage  of  Homes  for  Our  Troops  proj¬ 
ects  include  either  buying  and  adapting 
an  existing  home  or  adapting  a  home 
already  owned  by  the  approved  veteran, 
but  most  projects  encompass  buying 
land  and  building  an  entire  home. 

The  overall  goal,  working  closely  with 
the  family,  is  to  design  a  home  to  address 
the  barriers  faced  by  the  veteran  due  to 
his  or  her  injuries  that  is  also  appropriate 


for  the  size  of  the  family.  Each  specially 
adapted  home  must  be  built  for  a  reason¬ 
able  cost,  in  line  with  industry  norms, 
and  be  able  to  be  built  in  a  six-month 
time  frame  from  groundbreaking. 

Homes  for  Our  Troops  then  reaches  out 
to  the  community  to  identify  home  con¬ 
struction  professionals  who  are  willing  to 
participate  in  building  the  home  either  at 
no  cost  or  at  a  reduced  cost.  A  general 
contractor  is  selected,  and  the  process  of 
identifying  companies  who  wifi  provide 
the  tabor  and  materiafs  needed  to  com¬ 


A  Specially  Adapted  Home  for 
SPC  Kyle  Burleson  and  His  Family 

Each  home  designed  by  Homes  for  Our  Troops  meets  the  individual  veteran's  disabilities,  so  each 
adaptation  differs,  depending  upon  the  veteran's  injury. 

SPC  Russell  Kyle  Burleson  was  shot  by  a  sniper  bullet  that  entered  his  cheek  and  exited  the  back  of  his  neck, 
leaving  him  completely  paralyzed  from  the  neck  down.  In  order  to  breathe,  he  has  to  rely  on  a  respirator. 

Kyle  was  just  22  years  old,  with  a  wife  and  two  very  young  children,  when  he  was  injured.  He  had  no 
home  of  his  own,  so  he  and  his  family  all  moved  into  his  mother's  small  home. 

Homes  for  Our  Troops  and  many  volunteers  built  a  specially  adapted  home  for  Kyle  and  his  family  to 
help  improve  his  quality  of  life.  The  family  now  spends  more  time  together,  with  greater  independence, 
and  less  stress  on  family  caregivers  who  provide  100  percent  of  his  care  around  the  clock.  The  donated 
home  also  removed  the  financial  burden  of  having  to  worry  about  making  a  mortgage  payment. 

The  adapted  home  designed  for  Kyle  and  his  family  in  Springhill,  Louisiana  includes: 

•  An  open  floor  plan  that  allows  Kyle  to  be  in  every  room  with  his  family 

•  A  lift  system  installed  in  the  ceiling  to  allow  his  wife  to  easily  move  him  from  his  bed  to  his  wheelchair  to 
the  bedroom 

•  Doors  that  can  be  operated  by  Kyle  blowing  Into  a  tube  on  his  wheelchair,  so  that  he  can  move  freely  in 
and  out  of  his  home  without  depending  on  others 

•  A  backup  generator  so  Kyle  has  the  power  needed  to  run  medical  equipment  necessary  to  keep  him  alive 

•  State-of-the-art  windows  that  resist  severe  impact  from  flying  debris  during  tornadoes  and  hurricanes 

•  A  concrete  "safe  room"  for  the  family  to  use  as  a  shelter  if  they  cannot  evacuate  during  a  storm 
)le  wheelchair  exits  so  that  Kyle  and  his  family  can  get  out  In  the  event  of  a  fire 


plete  the  home  gets  under  way. 

A  groundbreaking  ceremony  kicks 
off  each  project,  involving  and  engag¬ 
ing  the  entire  community  including 
the  local  media,  politicians,  the  mayor, 
the  governor  of  the  state,  and  local  mil¬ 
itary  organizations. 

After  breaking  ground,  a  three-day- 
long  Build  Brigade  is  scheduled,  A  Build 
Brigade  is  a  construction  blitz  to  get  the 
house  framed  and  to  install  the  doors, 
windows,  roof,  and  siding  so  that  the 
home  is  tight  to  the  weather.  As  the 
home  construction  nears  completion,  a 
Volunteer  Day  is  planned  to  allow  peo¬ 
ple  in  the  community  to  help  out  by 
doing  the  landscaping  and  painting. 
The  final  ceremony  is  the  long-awaited 
and  anticipated  presentation  of  the  keys 
and  the  deed  that  is  signed  over  to  the 
veteran  and  his  or  her  family. 

According  to  Homes  for  Our  Troops’ 
Gonsalves,  “Our  troops  are  bravely  serv¬ 
ing  our  country.  It  is  heartwarming  and 
emotional  to  see  how  communities 
throughout  the  United  States  come 
together  to  thank  these  veterans  who  are 
severely  injured  for  the  sacrifices  they 
made  by  rolling  up  their  shirtsleeves  to 
volunteer  in  a  variety  of  ways.”  Most  peo¬ 
ple  want  to  thank  our  veterans  for  the 
commitment  they  have  made  to  keep  us 
safe,  and  Homes  for  Our  Troops  enables 
entire  communities  to  contribute  skills, 
services,  and  financial  support. 

If  you  are  interested  in  volunteering 
your  professional  services,  donating 
home  construction  materials,  or  if  you 
want  to  hold  a  fundraiser  to  help  Homes 
for  Our  Troops,  visit  www.homes- 
forourtroops.org.  Current  projects  are 
listed  on  the  Homes  page.  The  Get 
Involved  channel  provides  information 
regarding  how  to  hold  an  event  to  raise 
funds  to  help  Homes  for  Our  Troops 
build  homes  at  no  cost  to  the  veterans.  • 


Vicki  Thomas  is  president  of  Thomas  &  Partners, 
a  Weston,  Connecticut-based  public  relations 
and  marketing  firm  helping  Homes  for  Our 
Troops  get  the  word  out  about  how  the  nation¬ 
al  nonprofit  organization  is  helping  rebuild  the 
lives  of  veterans  returning  from  Iraq  and 
Afghanistan. 
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Young  Heroes: 

Preparing  Military  Children  for  a  Parent’s  Deployment 

By  Ian  Shaffer,  MD 


This  is  the  first  of  a  three-part  series  from  Health  Net,  Inc.  regarding 
deployment,  its  effects  on  children,  and  some  of  the  steps  that  par¬ 
ents  can  take  to  ease  its  impact.  The  series  will  cover  behaviors  and 
suggested  responses  during  the  times  of  pre-deployment,  active 
duty,  and  the  parent’s  return  home. 


“I’m  scared  that  since  he  flies  a 
Black  Hawk,  he  may  get  crashed 
somewhere,”  says  a  little  girl  about 
her  dad,  her  dark  eyes  darting 
from  side  to  side.  Another  child  -  a 
blond-haired  boy  -  buries  his  face 
in  his  small  hands.  “I  just  want  his 
entire  body  home.” 

These  campers  attend 

Operation  PurplP^  Summer  Camp  Program, 
a  free  program  run  by  the  National  Military 
Family  Association  (NMFA)  for  children 
with  deployed  parents.  Over  150,000  U.S. 
children  have  a  parent  serving  in  Iraq  or 
Afghanistan.  “The  strain  on  children  and 
parents  who  are  dealing  with  deployments 
is  tremendous,”  says  Shannon  Hillier, 
manager  of  Child  and  Youth  Services  for 
the  Government  Services  division  of  MHN, 
a  subsidiary  of  Health  Net,  Inc.,  and  a 
behavioral  health  company  that  supports 
servicemembers  and  their  families. 

Effectively  preparing  your  child  for 
deployment  and  providing  extra  support 
and  attention  if  there  are  special  needs  can 
greatly  reduce  the  toll  on  your  child  -  and 
you.  In  this  article,  the  first  of  a  three-part 
series  on  parenting  and  deployment,  learn 
how  to  break  the  difficult  news  about 
deployment  to  your  child,  and  what  you 
can  do  to  make  the  transition  easier. 

Breaking  the  News 

The  following  tips  make  it  easier  for  a 
child  to  cope  with  news  of  an  upcom¬ 
ing  deployment.  You  know  your  child 
best;  depending  on  your  child’s  special 


needs,  tips  for  kids  younger  than  your 

child  may  be  more  appropriate. 

Preschoolers 

•  Tell  your  preschooler  about  an 
upcoming  deployment  one  or  two 
weeks  in  advance. 

•  Reassure  your  preschooler  that  the 
deploying  parent  is  leaving  due  to  the 
job  -  not  because  of  anything  the  child 
has  done.  (Preschoolers  are  prone  to 
egocentric  thinking  and  often  attribute 
what  happens  to  themselves.) 

•  At  this  age,  the  concept  of  a  long  sep¬ 
aration  is  easier  to  grasp  when  it’s 
explained  in  simple  terms,  such  as, 
“Mommy  won’t  be  home  until  after 
Christmas.”  By  giving  a  time  frame, 
the  child  isn’t  left  guessing  as  to  when 
one  or  both  parents  will  return  home. 

Elementary  School  Children 

and  Teens 

•  For  kids  ages  six  to  eight,  you  will 
want  to  give  up  to  three  weeks  notice 
about  a  deployment.  For  ages  nine 
and  above,  more  notice  is  helpful. 

•  Older  kids  may  react  to  news  of  a  par¬ 
ent’s  deployment  with  a  greater  sense 
of  fear  and  worry.  They  may  use  the 
Internet  or  other  tools  to  communi¬ 
cate  with  their  peers  and  find  out 
information.  Ask  them  about  what 
they  have  heard  or  read  and  gently 
correct  any  misperceptions.  Remind 
them  that  servicemembers  are  trained 
to  do  their  jobs  and  take  great  meas¬ 
ures  to  ensure  safety. 


What  to  Expect 

You  told  your  three-year-old  about  your 
spouse’s  deployment  two  weeks  ago. 
Since  then,  your  child  has  been  crying 
more  than  usual.  Is  this  behavior  normal? 

Preschoolers 

Confusion,  surprise,  sadness,  and  guilt 
are  common  reactions  to  learning 
about  a  parent’s  deployment  for  this 
age  group.  Your  child  may  become 
clingy  and  seek  more  attention  (both 
positive  and  negative)  from  you  and 
your  spouse.  Your  preschooler  may  also 
engage  in  “magical  thinking,”  the  idea 
that  by  praying  or  wishing  hard 
enough,  the  child  can  make  something 
happen.  Watch  for  any  indication  that 
your  child  is  trying  extra  hard  to  behave 
in  hopes  that  you  or  your  spouse  won’t 
leave.  Remember  to  reinforce  that  the 
child  is  not  responsible  for  the  parent 
leaving;  it  is  because  of  the  parent’s  job. 

Elementary  School  Children 
Kids  in  this  age  group  may  feel  sadness, 
loneliness,  separation  anxiety,  and  guilt 
(from  feeling  they  caused  their  parent’s 
departure).  Your  child  may  also  find  it 
difficult  to  sleep,  concentrate,  or  accept 
the  reality  of  the  situation.  You  may 
notice  regressive  behaviors  (such  as  bed¬ 
wetting,  tantrums,  etc.),  and  angry  out¬ 
bursts  alternating  with  clinging,  whin¬ 
ing,  and  other  behavior  problems.  Some 
kids  may  complain  of  stomach  pains 
and  headaches. 

Teens 

After  learning  of  an  upcoming  deploy¬ 
ment,  teens  may  feel  sad  or  angry.  They 
may  also  have  problems  sleeping,  miss 
curfew,  curse,  or  avoid  the  deploying 
parent.  Being  peer-focused,  teens  may 
want  to  spend  time  with  friends  to  dis- 
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tract  them  from  the  situation.  As  a 
result,  they  may  act  aloof  or  even  argue. 

Children  with  Special  Needs 
For  kids  with  certain  developmental 
issues,  reactions  may  be  more  intense. 
Don’t  hesitate  to  discuss  these  reac¬ 
tions  with  your  child’s  doctor. 

Helping  Children  Cope 

There  are  several  things  parents  can  do  for 
kids  of  all  ages  and  abilities  to  prepare 
them  for  an  impending  deployment.  For 
example,  maintaining  a  routine  is  critical 
for  kids  during  a  period  of  flux  -  especial¬ 
ly  for  those  with  special  needs.  Parents  can 
also  alert  teachers  and  other  care 
providers  to  the  situation  and  ask  them  to 
watch  for  any  changes  in  behavior. 
Further,  parents  can  let  their  children 
know  when  the  deploying  parent  plans  to 
be  home,  instead  of  guaranteeing  a  return. 
This  allows  the  child  to  focus  on  the  future. 
The  following  tips  may  also  help: 

Preschoolers 

•  Encourage  your  child  to  ask  questions, 
but  give  simple  answers.  For  example, 
you  can  simply  tell  your  child,  “I  will  be 
home  after  your  birthday,”  or  “1  will  be 
home  after  Christmas.”  Children  will 
ask  questions  they  are  ready  to  deal 
with.  Avoid  volunteering  information  or 
going  into  great  detail.  When  respond¬ 
ing  to  a  question,  tailor  the  answer  to 
the  child’s  age  and  developmental  level. 

•  Be  mindful  of  leaving  the  television 
on  or  having  newspapers  open  to 
images  that  may  increase  your 
child’s  anxiety. 

•  Be  consistent  about  school  and  child¬ 
care  pick-up  and  drop-off  times,  as  well 
as  the  time  the  family  spends  together. 

•  Avoid  adult  conversations  about  the  war 
and  disagreement  around  your  child, 
which  can  cause  worry  if  overheard. 

•  Should  you  choose  to  bring  your  pre¬ 
schooler  to  the  deployment  site,  you 
can  contact  your  Family  Readiness 
Group  (www.armyfrg.org/skins/frg/ 
homeaspx)  beforehand  to  see  if  there  will 
be  any  child  activities  there.  If  not,  a  grand¬ 
parent  or  other  family  member  may  be 
available  to  keep  your  child  company. 


Elementary  School  Children 

and  Teens 

•  Younger  children  and  children  with  spe¬ 
cial  needs  may  need  more  concrete  ways 
to  measure  time  and  understand  an 
anticipated  return  date.  One  way  to  do 
this  is  to  create  a  paper  chain,  with  each 
link  representing  a  day,  and  have  the 
child  remove  a  link  as  time  passes. 
Another  way  is  to  fill  a  jar  with  jellybeans 
(the  jellybeans  represent  the  number  of 
days  left  until  a  parent  is  expected  home). 

•  Monitor  your  child  for  excessive  fas¬ 
cination  with  media  coverage  and 
overexposure  to  the  war. 

•  Younger  children  learn  and  process 
experiences  through  play.  You  can 
avoid  last-minute  surprises  near  the 
time  of  deployment  by  showing 
your  child  via  reenactment  what 
will  happen  at  the  deployment  site. 

•  If  you  decide  to  bring  your  elemen¬ 
tary  school-age  child  to  the  deploy¬ 
ment  site,  bring  things  to  keep  the 
child  occupied.  Older  children  often 
do  well  at  deployment  send-offs. 
Help  your  child  make  a  gift  for  the 
deploying  parent,  such  as  a  paint¬ 
ing,  If  your  child  is  physically  dis¬ 
abled,  consider  making  an  audio- 


tape  or  videotape  greeting  together, 

•  For  older  children,  encourage  volun- 
teerism  at  soup  kitchens,  nursing 
homes,  etc. 

•  Let  teens  know  that  they  aren’t 
expected  to  fill  the  role  of  the 
deployed  parent  -  either  in  terms  of 
running  the  household  or  support¬ 
ing  the  at-home  parent  emotionally. 

Being  a  military  child  isn’t  easy,  but 
preparation  for  an  upcoming  deploy¬ 
ment  can  better  help  your  child  meet 
the  challenges  ahead.  Next  month,  learn 
how  to  help  your  child  cope  after  a  par¬ 
ent  leaves  for  active  duty  service.  • 


Ian  Shaffer,  MD  is  a  child  psychiatrist  and  the 
chief  medical  officer  at  MHN, 
https://www.mhn.com/home.do  the  behav¬ 
ioral  healthcare  subsidiary  of  Health  Net,  Inc., 
https://www.healthnet.eom//porta  I/m  em¬ 
ber/home. do  that  serves  the  needs  of  10  million 
members,  including  many  military  personnel 
and  their  families. 


For  more  information  about  Operation  Purple® 
Summer  Camp  Program,  visit  http://www. 
nmfa.org/site/PageServer?pagename=op_defauit 
?&from_www.operationpurple.org.  For  more 
information  about  the  National  Military  Family 
Association  (NMFA),  visit  http://www.nmfa.org. 
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Depression 

By  Robert  Cancro,  MD 

War  is  traumatic,  not  only  in  terms  of  physical  injuries  but  psycho¬ 
logical  ones  as  well.  The  veterans  presently  returning  from  Iraq  and 
Afghanistan  have  experienced  hand-to-hand  combat,  blast  injuries, 
traumatic  brain  injury,  etc.  In  addition,  they  have  experienced 
severe  stress,  loss  of  comrades,  family  separation  and  breakup, 
loneliness,  etc.  It  is  not  a  surprise  that  we  face  a  near  epidemic  of 
depressive  disorders  with  our  returning  troops.  Hopefully,  a  better 
understanding  on  our  part  can  be  of  help  in  their  recovery.  Wc  owe 
them  no  less! 


The  following  was  written  as  a  primer  article  on  depression.  Subsequent  articles  will 
provide  details  about  depression  specific  to  the  experience  of  military  servicemembers. 


Depression  -  An  Under-Recognized  Heaitii  Crisis 

Mental  illnesses  are  an  under-recognized  public  health  crisis. 
They  are  the  last  of  the  medical  illnesses,  hidden  because  of  the 
unrelenting  stigma  associated  with  them.  People  frequently  are 
ashamed  to  admit  the  presence  of  a  mental  illness  and  tend  to 
deny  its  existence  in  themselves  and/or  their  family  members. 
This  is  particularly  unfortunate  because  of  the  tendency  of 
mental  illnesses  to  run  in  families.  This  tendency  is  most  true 
for  the  more  severe  forms  of  mental  illness,  which  have  a  sig¬ 
nificant  genetic  component. 

Depression  and  Genetics 

Concerning  the  genetic  component,  it  is  important  to  realize 
that  it  is  frequently  misunderstood  that  genes  have  an 
inevitable  outcome  in  an  almost  Calvinistic  sense.  People 
believe  that  if  you  have  the  gene  you  must  have  the  conse¬ 
quence  of  that  gene.  Though  this  is  usually  true  for  simple 
traits  such  as  hair  color,  it  is  not  true  for  complex  traits  such  as 
mental  illnesses.  The  genes  represent  a  potential  or  a  tenden¬ 
cy.  They  are  necessary  but  not  sufficient  to  produce  an  illness 
in  most  cases.  A  common  example  is  Type  11  diabetes.  If  the 
individual  gains  weight,  they  may  develop  the  illness,  but  if 
they  remain  slender,  they  may  well  go  through  life  without  ever 
knowing  that  they  have  the  tendency. 

The  cumulative  and  acute  stressors  of  living  act  as  the 
precipitating  events  for  most  mental  disorders.  Obviously 
there  are  certain  periods  of  life  in  which  the  individual  is  at 
increased  vulnerability.  Yet,  it  must  be  emphasized  that  hav¬ 
ing  the  potential  is  not  the  same  as  becoming  sick. 

This  article  will  focus  on  the  mental  illness  of  depression. 
Depression  is  a  genetically  loaded  disorder  that  runs  in  fam¬ 
ilies  but  does  not  necessarily  affect  every  member.  Again, 
while  genes  play  a  role  in  predisposing  an  individual  to 


depression,  they  do  not  preclude  either  successful  treat¬ 
ment  or  avoidance  of  illness. 

Symptoms  and  Associations 

Depression  is  a  disease  that  must  be  distinguished  from  unhap¬ 
piness  or  an  appropriate  response  to  a  loss  or  injury.  Sadness  in 
the  face  of  unhappy  events  is  not  an  illness.  Depression,  further¬ 
more,  is  not  just  a  disease  of  mood.  It  is  characterized  by  a  loss 
of  energy  by  fatigue,  social  withdrawal,  confusion,  cognitive 
dulling,  a  loss  of  ability  to  enjoy  the  activities  that  normally 
please  the  individual,  and  changes  in  sleep,  libido,  and  appetite. 
Much  more  than  mood  is  involved. 

Depression  is  the  leading  cause  of  disability/sick  days  in  the 
United  States  workforce  and  soon  will  be  the  second  leading 
cause  in  the  world.  About  half  of  the  individuals  who  are  chal¬ 
lenged  with  depression  have  a  recurrent  form  of  the  illness. 
While  depression  is  more  frequent  in  women,  it  is  an  equal 
opportunity  disease,  striking  all  socioeconomic  classes,  races, 
and  age  groups.  It  appears  to  be  on  the  increase  in  frequency, 
but  this  may  reflect  greater  public  awareness  of  depression  as 
an  illness  and  not  just  as  a  condition  of  life  that  must  be  borne. 
Furthermore,  family  doctors  and  pediatricians  are  more  alert 
to  depression  than  they  were  in  the  past,  so  we  cannot  say  if 
it  is  more  frequent  or  simply  better  recognized.  On  the  other 
hand,  the  stresses  of  contemporary  life  are  such  that  it  would 
not  be  a  surprise  if  depression  were  actually  on  the  increase. 

Depression,  unfortunately,  is  frequently  associated  with 
suicide.  Suicide  is  on  the  increase  in  the  United  States,  and 
this  supports  the  hypothesis  that  depressive  illnesses  are 
on  the  increase.  Presently,  suicide  is  the  eighth-leading 
cause  of  death  in  the  United  States  and  is  the  second  lead¬ 
ing  cause  of  death  in  the  college-age  population. 

The  criterion  of  an  official  psychiatric  diagnosis  is  a  major 
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depressive  episode.  The  diagnosis  requires  that  several 
symptoms  must  be  present  during  the  same  two-week  peri¬ 
od  and  represent  a  change  from  a  previous  level  of  function¬ 
ing.  Depressed  mood,  most  of  the  day  and  practically  every 
day,  is  the  leading  subjective  criterion.  But  the  official  diag¬ 
nostic  system  recognizes  that  loss  of  interest  or  loss  of  pleas¬ 
ure  in  activities  that  are  normally  pleasurable  to  the  individ¬ 
ual  is  an  extremely  important  criterion  as  well.  Classical 
depressions  are  associated  with  weight  loss  and  loss  of 
appetite.  We  do,  nevertheless,  see  certain  depressions  that 
are  associated  with  increased  appetite  and  weight  gain. 
Insomnia,  particularly  waking  up  early  in  the  morning,  is  the 
classical  finding  in  depression,  but  again,  there  are  cases 
where  the  person  overeats  and/or  oversleeps.  Fatigue  or  loss 
of  energy  is  an  extremely  important  finding.  Impaired  abili¬ 
ty  to  think  clearly,  to  concentrate,  and  to  make  decisions  are 
very  important  diagnostic  findings  in  this  syndrome. 

As  stated  before,  there  are  certain  periods  in  life  when  individu¬ 
als  are  more  vulnerable  to  depression.  Following  the  birth  of  a  child, 
it  is  not  uncommon  to  see  a  mother  experience  severe  depression 
within  several  weeks  after  delivery.  These  depressive  conditions  are 
frequently  mked  and  have  features  of  suspiciousness  or  even  frank 
paranoia.  The  impact  of  depression  is  not  only  on  the  patient  and 
the  economy,  but  has  a  strong  effect  on  the  family  of  the  patient.  It 
can  be  extremely  difficult  to  live  with  a  person  who  is  depressed 
and  even  more  so  when  the  condition  is  recurrent. 

Correct  Diagnosis 

An  important  issue  in  diagnosis  is  to  make  sure  the  individual  is 
free  of  medical  problems.  For  example,  hypothyroidism  can 
mimic  many  features  of  depression  and  is  sometimes  treated 
incorrectly  as  a  depressive  episode  when,  in  fact,  it  represents  a 
deficiency  of  thyroid  hormone.  It  is  essential,  therefore,  that  any 
person  who  presents  with  a  depressive  episode  be  worked  up 
medically  to  make  sure  that  they  do  not  have  a  medical  condi¬ 
tion  that  mimics  depression. 

The  important  message  is  that  depression  can  be  treated 
successfully  but  must  be  diagnosed  correctly.  For  example, 
depression  associated  with  manic-depressive  illness  must  be 
treated  differently  than  recurrent  depression,  which  is  not 
associated  with  manic  or  hypomanic  mood  swings.  The  vast 
majority  of  patients  can  be  treated  successfully  with  a  mix¬ 
ture  of  medication  and  psychotherapy. 

Variants  Of  Depression 

An  interesting  variant  of  depression  is  called  seasonal  affective 
disorder  (SAD).  It  is  a  depression  that  occurs  when  the  days  get 
shorter.  The  relative  absence  of  sunlight  is  associated  with  a 
depressive  illness.  Such  people  respond  to  a  change  in  loca¬ 
tion  to  a  sunny  climate  or  to  exposure  to  lamps  that  simulate 
the  spectrum  of  daylight.  It  is  also  interesting  to  note  that  the 
prevalence  of  depression  increases  as  a  function  of  distance 
from  the  equator.  The  further  you  are  from  the  equator  the 
more  one  sees  depressive  illnesses. 


Another  important  category  of  depression  is  what  used  to  be 
called  masked  depression.  These  are  conditions  in  which  the 
abnormal  mood  is  not  the  major  symptom,  but  rather  the  loss 
of  energy,  interest,  ability  to  enjoy  etc,  are  the  predominant  fea¬ 
tures.  These  cases  can  be  misdiagnosed  because  the  absence  of 
a  depressed  mood  can  confuse  the  clinician. 

Depression's  Effect  on  the  Dody 

Depressive  illnesses  are  frequently  associated  with  other  general 
medical  conditions.  Patients  who  have  had  a  heart  attack  and  who 
become  depressed  have  a  much  worse  prognosis  than  patients 
who  do  not  become  depressed.  This  appears  to  be  true  in  a  num¬ 
ber  of  medical  disorders.  It  is  not  clear  why  the  depressive  com¬ 
ponent  adds  to  the  morbidity  of  the  underlying  medical  illness.  It 
is  certainly  possible  that  the  stress  hormones  that  are  released 
during  a  depressive  episode  have  a  negative  effect  on  the  healing 
process  and  impair  resistance  to  infectious  disease  as  well.  It  is 
important  to  understand  that  depression  is  a  killer  not  only  in  the 
sense  of  suicide  but  in  the  sense  of  the  damage  that  it  does  to  the 
nervous  system  because  of  the  body’s  chronic  stress  response. 

Tfeatment 

Today,  most  depressive  episodes  are  treated  with  antidepres- 
sive  drugs.  The  vast  majority  of  patients  will  respond  ade¬ 
quately,  but  frequently,  it  is  necessary  to  have  them  take  two  or 
more  medications  before  a  good  recovery  can  be  obtained. 
Electroconvulsive  therapy  remains  the  most  effective  and  most 
rapid  means  of  treatment,  but  it  carries  a  serious  stigma.  For 
this  reason,  it  is  not  used  frequently  and  is  restricted  to  those 
cases  that  are  otherwise  untreatable. 

The  emphasis  on  medication  has  caused  many  clinicians  to 
deemphasize  the  importance  of  psychosocial  treatment.  Yet 
the  optimum  treatment  for  these  conditions  remains  a  mixture 
of  medication  and  psychosocial  treatment.  Some  psychosocial 
treatments,  such  as  cognitive  therapy,  are  more  effective. 

Nevertheless,  it  is  important,  if  we  are  going  to  prevent  recur¬ 
rences,  for  the  person  to  do  a  survey  of  his  or  her  life  and  to  try  to 
make  corrections  where  needed.  Fteople  who  are  predisposed  to 
depression  frequently  are  very  demanding  of  themselves.  They 
often  do  not  have  a  good  balance  in  their  life.  They  tend  to  do  too 
much  for  other  people  and  do  not  have  an  adequate  support  system 
for  themselves.  An  analogy  is  a  checking  account  where  too  many 
checks  are  being  written  but  not  enough  deposits  are  being  made. 

Everyone  requires  emotional  support.  Everyone  needs  to 
feel  necessary  and  useful.  Being  needed  is  valuable,  but 
being  valued  is  of  even  greater  importance.  Put  most  simply 
we  need  to  be  loved,  and  that  is  an  excellent  prophylactic 
for  preventing  future  depressive  episodes.  • 


Dr.  Robert  Cancro,  MD,  Med. D. Sc.,  is  retired  Chairman  of  the  Department 
of  Psychiatry  at  the  New  York  University  (NYU)  School  of  Medicine  where 
he  had  served  since  1976,  and  is  also  retired  Director  of  the  Nathan  Kline 
Institute  for  Psychiatric  Research  (NKI).  He  continues  as  a  Professor  of 
Psychiatry  at  NYU.  Dr.  Cancro's  major  academic  interest  has  been  in  the 
area  of  psychoses  during  his  extensive  career. 
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Soldier  and  Family  Assistance  Centers 

Taking  Care  of  Those  Who  Are  Taking  Care  of  Us 


By  April  D.  Moncrief 

It  is  not  something 

normally  associated  with  the  sprawl¬ 
ing  campus  at  the  United  States 
Military  Academy  at  West  Point,  with 
its  towering  buildings  and  thousands 
of  cadets  running  from  class  to  sports 
activities  to  training.  However,  there  in 
the  midst  of  the  military  academy,  a 
community  which  is  dedicated  to  turn¬ 
ing  young  men  and  women  into  lead¬ 
ers  and  Soldiers  whose  primary  mis¬ 
sion  is  the  defense  of  the  nation,  exists 
a  place  to  take  care  of  the  military  pop¬ 
ulation  that  needs  and  deserves  it  the 
most— Soldiers  who  are  injured  or  ill 
and  the  families  who  stand  by  them. 

The  Soldier  and  Family  Assistance 
Center  (SFAC)  at  West  Point  has  a  valuable 
mission— serving  wounded  and  ill 
Soldiers,  Department  of  Defense 
Civilians,  and  their  families  as  well  as  any 
of  their  surviving  family  members.  Since 
January  2008,  the  SFAC  at  West  Point, 
New  York  has  been  at  full  operating  capa¬ 
bility,  servicing  Soldiers  and  their  families 
across  a  10-state  area  in  the  Northeast. 
The  staff  includes  a  guidance  counselor,  a 
social  services  coordinator,  a  transition 
and  employment  counselor,  an  outreach 
coordinator,  a  military  personnel  benefits 
counselor,  a  Department  of  Veterans 
Affairs  (VA)  representative,  and  an  infor¬ 
mation  and  referral  specialist. 

An  Overburdened  Medical  System 

in  World  War  11,  30  percent  of  service¬ 
men  wounded  in  action  died;  in 
Vietnam,  24  percent  of  wounded 
Soldiers  died.  Yet,  today  a  whopping  90 
percent  of  servicemen  who  are  injured 
in  combat  survive,  in  addition  to  utiliz¬ 
ing  advances  in  medical  technology 
the  United  States  Army  has  done  other 
things  that  have  caused  the  survival 


rate  to  increase.  Every  squad  now  has  injury.  During  the  Vietnam  War,  transit  * 
at  least  one  Combat  Lifesaver  (CLS),  a  time  back  to  the  United  States  was  ! 
non-medical  Soldier  trained  to  provide  upwards  of  45  days.  Many  wounded  i 
immediate  emergency  care  and  med-  Soldiers  recall  their  first  memory  after  | 
ical  treatment  during  evacuation  to  being  injured  and  losing  consciousness  > 
healthcare  facilities.  This  includes  was  waking  up  at  Walter  Reed  Army  ■ 
treating  and  stabilizing  blast  injury.  Medical  Center,  Brooke  Army  Medical  ' 
amputation,  severe  bleeding,  and  pene-  Center  (BAMC)  or  another  major  Army 
trating  chest  injuries  as  well  as  airway  hospital  in  the  United  States.  ■ 

management  interventions  and  using  Today’s  amazing  survival  rate  is  tes- 
appropriate  evacuation  techniques.  tament  to  Army  medicine  and  training.  : 

Another  cause  of  the  improved  sur-  At  the  same  time,  it  has  overtaxed  a  ' 
vival  rate  is  the  increased  speed  at  which  military  medical  system  that  was  ill-  • 
a  Soldier  can  be  returned  stateside  -  now  prepared  for  these  wonderful  results, 
down  to  four  days  from  the  time  of  For  those  Soldiers  who  do  survive,  the  i 
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types  of  problems  they  and  their  fami¬ 
lies  will  face  are  often  lifetime  chal¬ 
lenges  that  are  a  byproduct  of  their 
injuries— conditions  such  as  blindness, 
amputations,  critical  burns,  mild  to 
severe  traumatic  brain  injury  (TBI),  and 
post-traumatic  stress  disorder  (PTSD), 
Until  recently,  the  Army  had  relied  on 
a  physical  disability  evaluation  system 
that  had  not  changed  since  1947.  The 
administrative  process  by  which  wound¬ 
ed  Soldiers  were  treated  when  they 
returned  from  combat  was  antiquated. 
Due  to  the  increased  survival  rate,  this 
inadequate  system  was  overburdened. 

Walter  Reed  Army  Medical  Center 

On  February  18,  2007,  The  Washington 
Post  exposed  the  deteriorating  condi¬ 
tions  at  Walter  Reed  Army  Medical 
Center.  Walter  Reed  was  commonly 
thought  to  be  America’s  premier  mili¬ 
tary  medical  center.  The  Washington 
Post  story,  however,  revealed  condi¬ 
tions  that  included  the  growth  of  mold 
on  lodging  walls,  rodent  infestations, 
and  unqualified,  overworked  platoon 
sergeants  and  case  managers  attempt¬ 
ing  to  tackle  the  growing  issues  facing 
our  nation’s  war-wounded  Soldiers, 
While  the  Army  had  been  very  good  at 
medical  treatment  and  care,  the  social 
services  offered  to  Soldiers  and  their 


families  were  inadequate.  When  The 
Washington  Post  expose  was  published, 
the  poor  treatment  of  wounded 
Soldiers  and  their  families  instantly 
became  known  nationally  at  the  high¬ 
est  levels.  To  be  fair,  WRAMC  was  one 
of  the  facilities  identified  by  the  BRAC 
Commission  to  be  closed  and  consoli¬ 
dated  with  Bethesda  Hospital.  So,  while 
physical  facilities  were  deteriorating,  it 
is  difficult  to  maintain  any  facility 
when  funding  is  curtailed,  as  was  the 
case  at  Walter  Reed, 

However,  within  days.  White  House 
and  congressional  leaders  visited  the 
infamous  Building  18,  the  deteriorat¬ 
ing  former  hotel  that  had  been  con¬ 
verted  into  a  long-term  outpatient  dor¬ 
mitory,  and  realized  that  Building  18 
was  only  the  tip  of  the  iceberg.  It 
quickly  became  obvious  that  there 
were  many  problems  in  the  way  the 
Army  cared  for  its  war-wounded  and 
changes  needed  to  be  made. 

During  a  tour  of  Walter  Reed  shortly 
after  The  Washington  Post  story  broke. 
President  Bush  said,  “The  problems  at 
Walter  Reed  were  caused  by  bureau¬ 
cratic  and  administrative  failures,”  and 
later  proclaimed,  “We’re  going  to  fix 
this  problem,”  Those  six  words  spoken 
by  the  Commander  in  Chief  caused 
three  Major  Army  Commands  -  the 


Installation  Management  Command 
(IMCOM),  the  Medical  Command 
(MEDCOM),  and  the  Human  Resources 
Command  (HRC)— to  begin  spending 
in  excess  of  a  billion  dollars  to  directly 
improve  the  treatment  of  wounded 
Soldiers  and  their  families. 

Hotline 

One  of  the  earliest  initiatives  the  Army 
began  was  the  Wounded  Soldier  and 
Family  Hotline  (1-800-984-8523),  under 
the  direction  of  the  Human  Resources 
Command.  Military  leaders,  including 
the  Department  of  Defense  Secretary, 
the  Chief  of  Staff  of  the  Army,  and  even 
President  Bush,  collectively  called  for 
the  establishment  of  a  toll-free  hotline 
for  wounded  Soldiers  and  their  families 
to  call  with  issues  they  experienced, 
ranging  from  poor  medical  care  to  unre¬ 
solved  legal  issues  to  ignored  personnel 
issues.  The  hotline  began  taking  calls  on 
March  19,  2007.  It  offered  wounded  and 
injured  Soldiers  and  family  members  a 
way  to  seek  assistance  with  their  issues, 
and  also  provided  a  conduit  for  senior 
Army  leadership  to  learn  of  Soldier 
issues  in  order  to  improve  how  the  Army 
serves  the  needs  of  wounded,  injured, 
and  ill  Soldiers  and  their  families. 

I  was  there  when  the  Wounded  Soldier 
and  Family  Hotline  was  first  established. 
When  the  problems  at  Walter  Reed 
became  public,  I  voluntarily  mobilized  to 
active  duty  in  order  to  work  at  the 
Hotline.  I  felt  a  calling  to  assist  wounded 
Soldiers  and  their  families. 

The  Hotline  did  a  lot  in  those  early 
days.  Calls  came  in  from  around  the 
world  24  hours  a  day.  I  was  the  Chief  of 
the  Active  Component  Cell,  directing 
the  team  that  handled  every  call  that 
came  in  with  issues  related  to  an  active 
duty  Soldier  or  their  family  member. 
From  the  time  a  call  was  received,  we 
had  24  hours  to  task  the  Major  Army 
Command  responsible  for  resolving 
the  problem.  The  Major  Army 
Command  was  given  72  hours  to  cor¬ 
rect  the  issue  and  report  their  action 
back  to  the  hotline.  We  closely  moni¬ 
tored  issue  resolution  and  provided 
daily  briefings  to  senior  Army  leaders, 
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We  recognize  the  commitment  and  increasing  sacrifices  that  our  Families 
are  making  every  day. 

We  recognize  the  strength  of  our  Soldiers  comes  from  the  strength  of  their 
Families. 

We  are  committed  to  providing  Soldiers  and  Families  a  Quality  of  Life  that  is 
commensurate  with  their  service. 

We  are  committed  to  providing  our  Families  a  strong,  supportive 
environment  where  they  can  thrive. 

We  are  committed  to  building  a  partnership  with  Army  Families  that 
enhances  their  strength  and  resilience. 

We  are  committed  to  improving  Family  readiness  by: 

•  Standardizing  and  funding  existing  Family  programs  and  services 

•  Increasing  accessibility  and  quality  of  health  care 

•  Improving  Soldier  and  Family  housing 

•  Ensuring  excellence  in  schools,  youth  services,  and  child  care 

•  Expanding  education  and  employment  opportunities  for  Family  members 


including  the  Chief  of  Staff  of  the 
Army,  on  the  issues  plaguing  wounded 
Soldiers  and  their  families.  If  any 
major  Army  Command  took  more  than 
72  hours  to  resolve  an  issue  for  a 
wounded  Soldier  or  their  family  mem¬ 
ber,  that  was  also  briefed  daily  to  the 
Chief  of  Staff  of  the  Army. 

The  hotline  provided  a  solution  by 
allowing  senior  Army  leaders  to  see 
the  types  of  issues  that  were  affecting 
wounded  Soldiers  and  their  families, 
and  it  allowed  Soldiers  and  their  fami¬ 
lies  an  outlet  to  express  their  discon¬ 
tent  and  achieve  prompt  resolution  for 
their  issues. 

The  Aimy  Medical  Action  Plan 

However,  the  hotline  was  only  a  quick 
fix.  It  was  a  Band-Aid  on  the  systemic 
problems  that  overwhelmed  the 
Army’s  medical  and  social  support 
services  for  wounded  Soldiers  and  their 
families.  Senior  Army  leadership  real¬ 
ized  this  almost  immediately,  and  the 
Army  Medical  Action  Plan  (AMAP)  was 
born,  in  April  2007.  The  AMAP  was  the 
Department  of  the  Army’s  comprehen¬ 
sive  plan  to  fix  the  problems  exposed 
during  the  Walter  Reed  scandal. 

The  AMAP  tasked  the  Army’s  Medical 
Command  with  forming  Warrior 
Transition  Units  (WTUs),  to  which 
Soldiers  were  assigned.  Knowing  that 
Soldiers  work  optimally  when  they 
have  a  clear  mission,  the  Army  told 
Soldiers  assigned  to  the  WTUs  that  they 
had  one  mission  -  to  heal  and  return  to 
duty  in  a  regular  Army  unit  or  to  heal 
and  continue  serving  the  nation  as  a 
veteran  in  their  community, 

WTUs  were  staffed  with  specially 
trained  staff.  The  ratio  of  nurse  case 
managers,  primary  care  physicians,  and 
squad  leaders  to  Soldiers  within  the 
WTUs  was  monitored  closely  by  the 
Department  of  the  Army  Headquarters  to 
ensure  this  special  population  of  Soldiers 
would  get  the  treatment  and  care  they 
deserved  and  desperately  needed. 

The  Installation  Management 
Command  was  also  tasked  by  the 
AMAP,  Its  role  was  to  ensure  that  areas 
other  than  medical  care  were  taken 


care  of,  for  both  Soldiers  and  their  fam¬ 
ilies,  The  Army  might  recruit  Soldiers, 
but  it  retains  families.  Secretary  of  the 
Army  Mr.  Pete  Geren  has  said  “the 
health  of  the  all-volunteer  force 
depends  on  the  health  of  the  Army 
Family.”  Nearly  46  percent  of  the  grad¬ 
uates  from  the  West  Point  class  of  2001 
left  the  military  after  their  mandatory 
five  years  of  service  -  the  highest  vol¬ 
untary  exodus  since  1977.  Topping  the 
list  of  reasons  for  their  departure  from 
service  are  quality  of  life  and  family 
concerns.  The  bottom  line  is:  Soldiers 
care  about  their  families,  and  they  want 
the  Army  to  care  about  them,  too. 

Soldier  and  Family  Assistance  Cemers  (SFACsl 

This  is  why  Soldier  and  Family 
Assistance  Centers  were  created. 

If  a  wounded  Soldier  is  worried  about 
his  family,  he  is  not  going  to  be  able  to 
focus  on  his  primary  mission  -  to  heal. 
Wounded  Soldiers  need  to  know  their 
families  have  been  cared  for,  have  ade¬ 
quate  housing  and  are  not  sleeping  in  a 
hospital  lobby,  are  not  suffering  finan¬ 
cially,  have  counseling  services  avail¬ 
able  to  them,  and  that  childcare  and 
respite  services  have  been  offered.  The 


number  and  severity  of  issues  requiring 
external  assistance  that  wounded 
Soldiers  and  their  families  have  increas¬ 
es  as  the  severity  of  a  Soldier’s  injuries 
increases.  It  benefits  the  Soldier  to  have 
the  Army  properly  care  for  his  or  her 
family— so  both  can  heal. 

When  a  Soldier  is  injured  or 
becomes  ill,  mothers,  fathers,  spouses, 
children,  and  significant  others  are  also 
affected.  The  likelihood  that  those  fam¬ 
ily  members  will  develop  other  issues 
increases  exponentially.  Instances  of 
financial  problems,  legal  concerns, 
housing  issues,  childcare  troubles,  or 
employment  fears  increase  when  a 
Soldier  is  wounded.  A  military  family 
member’s  life  is  often  difficult,  but 
when  that  servicemember  is  injured,  it 
becomes  even  more  challenging. 
Families  of  wounded  Soldiers  have  had 
their  lives  ripped  apart  in  a  matter  of 
moments.  They  need  to  know  that 
someone  is  going  to  be  there  to  help 
them  piece  their  lives  back  together. 

What  began  as  a  centrally  managed  1- 
800  hotline  number  at  Headquarters 
Department  of  the  Army  where  Soldiers 
and  their  families  could  call  for  assistance 
evolved  into  the  SFAC:  29  facilities,  under 
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management  of  IMCOM,  spread  across 
the  globe  on  individual  Army  installa¬ 
tions.  These  SFACs  are  safe  havens,  man¬ 
dated  to  be  set  up  as  a  home  away  from 
home  for  war-weary  Soldiers  and  their 
families  to  access  the  support  services 
they  need  to  make  life  decisions.  The 
SFAC  is  a  place  where  a  spouse  can  relax 
in  front  of  a  TV  or  with  a  book,  while  his 
or  her  Soldier  receives  necessary  medical 
treatment,  or  where  children  can  play 
while  a  family  member  receives  financial 
counseling  or  legal  advice. 

Wounded  Soldiers  have  wounded 
families.  The  nature  of  what  they,  as  a 
family,  have  collectively  endured 
increases  the  number  of  other  prob¬ 
lems  that  they  might  have.  Recent 
research  shows  that,  after  returning 
from  deployment,  the  number  of 
Soldiers  with  alcohol  problems  rose 
from  1 3  percent  to  21  percent,  the  num¬ 
ber  of  Soldiers  with  aggression  issues 
rose  from  11  percent  to  22  percent,  and 
the  number  of  Soldiers  planning  to 
divorce  their  spouse  rose  from  9  per¬ 
cent  to  1 5  percent.  Compounding  these 
issues,  the  trials  a  family  experiences 
during  a  Soldier’s  recovery  from  injuries 
often  only  increase  these  percentages. 
The  SFAC  can  help.  Services  provided 
by  the  SFAC  include  benefits  and  enti¬ 
tlements,  counseling,  education  servic¬ 
es,  employment  assistance,  military 
personnel  services,  substance  abuse 
information  and  referral,  legal  services, 
pastoral  services,  financial  counseling, 
and  family  advocacy  services. 

The  SFAC  is  a  one-stop  shop  for 
Soldiers.  It  is  designed  to  eliminate  the 
Army  bureaucracy  Soldiers  once  had  to 
navigate  on  their  own.  Service  providers 
bring  their  services  to  the  Soldier.  SFAC 
staff  advocate  on  behalf  of  Soldiers  and 
their  families,  A  Soldier  or  his  or  her 
family  do  not  have  to  look  through  the 
phone  book  or  drive  around  the  instal¬ 
lation  to  find  a  guidance  counselor  or  to 
file  an  insurance  claim.  Those  and 
other  social  service  providers  are 
required  to  bring  their  services  to  the 
SFAC  -  a  comfortable  centralized  loca¬ 
tion  built  just  to  service  this  unique 
population.  Wounded  Soldiers  and  their 


family  members  deserve  service  that  is 
not  only  centralized,  but  is  tailored  to 
their  unique  circumstances. 

Additionally,  “priority  service”  is  syn¬ 
onymous  with  the  SFAC,  On  West  Point, 
when  a  Soldier  or  family  member 
brings  an  issue  to  the  SFAC,  a  referral  is 
made  within  one  business  day  to  the 
agency  responsible  for  resolving  the 
issue.  Within  24  hours,  an  appointment 
must  be  made  with  the  Soldier  or  fam¬ 
ily  member  and  the  agency  must  have 
initiated  action.  These  Soldiers  no 
longer  have  to  wait  in  reception  lines  at 
medical  centers  or  remain  on  hold  for 
assistance  with  personnel  actions,  wait¬ 
ing  for  a  bureaucratic  process  to  help. 
The  SFAC  facilitates  quick  resolution  for 
the  Soldier  and  his  or  her  family. 

Building  SFACs  in  the  Army  is  a  funda¬ 
mental  change  in  the  way  the  Army 
responds  to  wounded  Soldiers  and  their 
families,  and  one  long  overdue.  It  is  an 
institutional  change  that  enables  a 
unique  culture  centered  on  healing  and 
on  supporting  the  families  of  the  Soldiers 
who  are  healing.  According  to  Brigadier 
General  Michael  S.  Tucker,  Director  of  the 
AMAP,  “We  have  transformed  the  way  we 
care  for  warriors  in  our  Army,  and  we 
will  never  go  back  to  the  way  it  was,” 

Army  Family  Covenant 

As  an  additional  measure  to  show  Army 
families  that  they  are  part  of  an  organi¬ 
zation  that  recognizes  their  sacrifices 
and  is  dedicated  to  supporting  them, 
the  Army  unveiled  the  Army  Family 
Covenant  at  the  Association  of  the 
United  States  Army  (AUSA)  convention 
by  Secretary  of  the  Army,  Mr,  Pete 
Geren,  and  Chief  of  Staff  of  the  Army, 
General  George  Casey.  The  covenant  is  a 
contract  signed  by  senior  Army  leaders, 
installation  and  garrison  commanders, 
and  Command  Sergeants  Majors  across 
the  Army,  at  over  80  Army  installations. 
During  the  introduction,  Mr,  Geren  said 
the  Army  is  “taxing  our  Soldiers  and 
Families  at  unprecedented  levels,”  Fie 
went  on  to  say  they  deserve  a  “quality 
of  life  equal  to  their  quality  of  service.” 

The  Army  Family  Covenant  comes 
to  life  in  the  form  of  the  Army  Soldier 


Family  Action  Plan  (ASFAP),  a  docu¬ 
ment  that  acts  as  a  road  map  to  the 
Army  Family  Covenant.  The  Soldier 
Family  Action  Plan  outlines  112  tasks, 
with  accompanying  actions  and  mile¬ 
stones,  that  the  Army  will  complete  in 
support  of  Soldiers  and  their  families. 
The  Soldier  Family  Action  Plan  is  the 
tool  that  makes  the  covenant  a  reality. 

The  Soldier  Family  Action  Plan  also 
recognizes  the  importance  of  support 
from  local  community  partnerships. 
Another  document,  known  as  the  Army 
Community  Covenant,  is  ,tailored  at  the 
local  level  and  “is  designed  to  develop 
and  foster  effective  state  and  communi¬ 
ty  partnerships  with  the  Army  in 
improving  the  quality  of  life  for  Soldiers 
and  their  Families.”  The  Army  recog¬ 
nizes  that  collaboration  and  coopera¬ 
tion  with  local  communities  multiplies 
the  support  network  available  to 
Soldiers  and  their  families.  Army 
Community  Covenant  signings  are  hap¬ 
pening  across  the  Army  between  April 
and  December  2008,  with  leaders  at 
both  the  state  and  local  levels  partici¬ 
pating.  West  Point  leaders  and  New  York 
State  elected  officials  signed  the  first 
Army  Community  Covenant  on  April 
11,  2008.  In  the  West  Point  SFAC,  a  full¬ 
time  Outreach  Coordinator  works  to 
optimize  covenant  relationships  for  the 
benefit  of  Soldiers  and  their  families. 

Soldier  and  Family  Assistance  Centers 
are  dedicated  to  supporting  both 
Soldiers  who  have  served  their  country 
and  their  families.  Wounded  Soldiers  are 
not  victims.  Each  of  these  wounded 
Soldiers  has  an  Army-approved  mission 
—to  heal.  Now,  the  Army  has  given  them 
and  their  families  the  tools  they  need  to 
succeed  at  their  mission.  The  SFAC  and 
the  Army  Family  Covenant  are  resources 
to  facilitate  mission  success.  • 


April  D.  Moncrief  is  the  Director  of  the  SFAC  at 
West  Point  and  a  Captain  in  the  Army  Reserves, 
assigned  to  the  Department  of  the  Army  Casualty 
and  Mortuary  Affairs  Operations  Branch  (CMAOC). 
After  graduating  from  West  Point  in  2001,  she 
spent  five  years  on  active  duty  in  the  Army,  in 
Germany  and  Belgium.  She  has  a  Master's  degree 
in  Public  Administration  from  Marist  College  and  a 
graduate  certificate  from  Rutgers  University. 
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Staying  Strong 

Coping  With  Deployment 


By  Ian  Shaffer,  MD 

This  is  the  second  of  a  three-part 
series  from  Health  Net,  Inc.  regard¬ 
ing  deployment,  its  effects  on  chil¬ 
dren,  and  some  of  the  steps  that 
parents  can  take  to  ease  its  impact. 
The  series  covers  possible  behaviors 
and  suggested  responses  during  the 
times  of  pre-deployment,  active 
duty,  and  the  parent’s  return  home. 

Seeing  his  clodies  in  the 

closet,  setting  the  table  for  two  instead 
of  three,  waking  up  alone— the  day 
after  deployment,  families  are  left  to 
deal  with  their  feelings  of  grief  and  fear 
as  they  attempt  to  establish  a  “new 
normal,”  During  this  time  of  transition, 
children— especially  those  with  special 
needs— require  extra  support, 

Thke  eighbyear-old  Neil  (whose  name 
has  been  changed  for  privacy  reasons), 
for  example,  who  has  attention  deficit 
hyperactivity  disorder  (ADHD),  After  his 
father  was  deployed  to  Iraq  for  a  second 
time,  Neil’s  behavior  changed.  He  became 
increasingly  hyperactive,  got  into  trouble 
regularly  in  school,  did  poorly  in  his 
classes,  and  battled  with  his  mother  over 
bedtime.  Concerned  and  overwhelmed, 
Neil’s  mother  took  him  to  see  Holly,  a 
social  worker. 

During  therapy,  Neil  mentioned  that 
his  dad  was  lucky  to  return  home  after 
the  first  deployment  but  might  not  be  so 
lucky  twice.  Realizing  that  Neil  was  sub 
fering  from  anxiety,  Holly  devised  sever¬ 
al  ways  that  Neil’s  mother  and  his 
teacher  could  help  him  cope.  They  put 
Holly’s  ideas  into  place.  For  example, 
Neil’s  teacher  divided  his  schoolwork 
into  smaller,  more  manageable  steps.  To 
shift  the  focus  away  from  Neil’s  negative 
behavior,  his  mother  and  other  military 
families  pooled  their  money  to  buy 
school  supplies  and  other  gifts  for  Iraqi 


children  and  their  families.  And,  to 
strengthen  the  bond  between  father  and 
son,  Neil  and  his  mother  drew  pictures 
for  their  Soldier  and  his  whole  military 
unit.  Holly  also  helped  Neil’s  mother  find 
support  from  various  resources,  such  as 
Army  Community  Service  (ACS)  and 
Military  OneSource,  to  prevent  burnout. 

General  Guidelines  for  Unique  Children 

Although  reactions,  needs,  and  level  of 
understanding  about  deployment  vary  by 
child,  consider  the  following  general 
guidelines  for  children  with  special  needs: 

•  Symptoms  or  reactions  may  increase 
in  intensity  or  be  a  sign  of  a  separate 
condition.  In  Neil’s  case,  his 
hyperactivity  was  exacerbated  by 
anxiety, 

•  Prolonged  changes  in  appetite, 
grooming,  hygiene,  sleeping  patterns, 
and  mood  may  indicate  that  the  child 
needs  help  coping.  If  these  problems 
persist  longer  than  three  to  six  weeks  for 
children  under  10,  or  four  to  sbc  weeks 
for  older  children,  consult  the  child’s 
behavioral  healthcare  provider, 

•  Extra  support  may  be  needed  with 
schoolwork,  which  can  be  addressed 
in  an  Individualized  Education 
Program  (lEP),  For  example,  consider 
asking  the  teacher  for  extra  tutoring, 
additional  time  to  complete 
assignments,  or  modified  assignments, 

•Consider  the  child’s  age  and 
developmental  level  when  responding 
to  a  question  about  deployment. 
Specifically,  answer  the  question  that  is 
being  asked— if  your  child  wants  more 
information,  he  or  she  will  ask  for  it. 
Reassure  your  child  that  the  deployed 
parent  is  trained  to  do  the  job  and  is 
taking  great  measures  to  ensure  safety. 
And  remember  to  take  care  of  your¬ 
self,  so  that  you  are  better  able  to  take 


care  of  your  child  with  special  needs. 
Build  a  support  network  (and  use  it!); 
try  not  to  overextend;  exercise;  and 
hire  a  babysitter  once  in  a  while. 

Tips  for  Specific  Conditions 

Autism 

If  your  child  has  autism,  you  may  notice 
increased  difficulty  with  social  interac¬ 
tion,  For  example,  younger  children 
may  throw  more  tantrums  than  usual  or 
be  more  resistant  to  leaving  the  at-home 
parent.  The  child  may  regress  in  lan¬ 
guage  or  have  repetitive  behavior  such 
as  counting  (typically  seen  in  children 
10  and  older)  or  rocking  (seen  in 
younger  children). 

You  can  help  your  child  cope  with  the 
parent’s  deployment  by  maintaining 
routines.  Also,  since  children  with 
autism  respond  better  to  creative  outlets 
when  it  comes  to  expressing  themselves, 
you  can  encourage  your  child  to  engage 
in  activities  such  as  singing  and  dancing. 

Mental  Retardation 

During  a  parent’s  absence,  a  child  with 
mental  retardation  may  throw  more 
tantrums  and  regress  in  reading,  writing, 
and  completing  tasks  that  previously 
were  done  with  no  trouble.  Since  your 
child  may  have  a  limited  understanding 
of  deployment,  let  your  child  know  that 
the  other  parent  is  doing  an  important  job 
away  from  home  and  is  doing  his  or  her 
best  to  be  safe.  Reassure  your  child  that 
the  deployed  parent  loves  him  or  her.  To 
reinforce  the  bond  with  the  deployed  par¬ 
ent,  you  can  draw  pictures  or  write  letters 
with  your  child  and  mail  them  together. 

Physical  Disabilities 

During  a  parent’s  deployment,  a  child 
who  has  physical  disabilities  may  com¬ 
plain  of  physical  discomfort,  such  as 
abdominal,  muscle,  or  joint  pain.  The 
child  may  also  experience  low  self¬ 
esteem,  a  loss  of  interest  in  hobbies  and 
friends,  and  changes  in  sleep  and 
appetite. 

To  assist  your  child  with  self-esteem, 
give  praise  when  appropriate  and 
spend  time  together,  one-on-one.  If 
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your  child  is  having  trouble  sleeping, 
keep  the  same  bedtime,  but  begin  a 
calming  activity  60  to  90  minutes 
before  bedtime,  such  as  coloring  or 
reading.  If  your  child  has  lost  interest  in 
a  hobby,  try  doing  the  activity  together 
or  helping  the  child  find  a  new  hobby. 

Attention  Deficit  Hyperactivity  Disorder 
During  deployment,  children  diag¬ 
nosed  with  ADHD  may  grow  increas¬ 
ingly  hyperactive,  impulsive,  and 
aggressive.  If  symptoms  worsen,  talk  to 
the  child’s  behavioral  healthcare 
provider.  He  or  she  may  recommend 
therapy  or  reassess  the  need  to  initiate 
medication,  change  the  dosage,  or 
switch  medication.  Also,  for  children 
with  ADHD,  a  physical  outlet,  such  as 
hiking  or  swimming,  can  work  won¬ 
ders  to  reduce  stress  and  anxiety. 

As  They  Grow 

As  you’ve  probably  observed,  the  ways 
in  which  children  react  to  life  challenges 
change  as  they  mature.  The  following 
tips  are  categorized  in  terms  of  age,  but 
keep  your  child’s  developmental  age  in 
mind  as  you  consider  them. 

Preschoolers 

During  the  absence  of  a  deployed  parent,  a 
preschooler  may  have  the  following 
reactions;  confusion,  clinginess, 
aggression,  attention-getting  behavior, 
regression  (e.g„  bedwetting  or  asking  for  a 
bottle),  acting  out  scary  events,  difficulty 
sleeping,  or  uncontrollable  crying.  These 
behaviors  are  manifestations  of  insecurity, 
and  the  child  needs  to  be  made  to  feel  safe 
and  taken  care  of  As  much  as  possible,  try 
to  maintain  the  same  routine  the  child  had 
before  the  parent  deployed. 

Elementary  School  Children 
Rapid  mood  swings,  anger  directed  at 
both  parents,  poor  concentration,  and 
withdrawing  from  friends  and  family 
are  all  common  reactions  to  a  parent’s 
deployment  at  this  age.  Similar  to 
younger  children,  kids  of  elementary 
school  age  need  routine  and  reassur¬ 
ance  that  the  remaining  parent  will 


care  for  them.  They  may  also  benefit 
from  having  a  trusted  adult  around 
(aside  from  the  at-home  parent)  who 
can  answer  their  many  questions  and 
concerns.  Also,  providing  small,  struc¬ 
tured  tasks  that  children  can  be  suc¬ 
cessful  at  (such  as  taking  out  the  trash 
or  helping  with  the  dishes)  can  help 
them  feel  good  about  themselves  and 
their  ability  to  cope  during  this  time. 

Teens 

Teens  who  are  coping  with  a  parent’s 
absence  may  experience  sadness,  anx¬ 
iety,  or  significant  changes  in  weight. 
They  may  also  misdirect  their  anger 
(such  as  lashing  out  at  the  at-home 
parent),  engage  in  high-risk  behaviors, 
withdraw  from  friends  and  family,  or 
struggle  in  their  classes. 

When  a  parent  deploys,  let  your  teen 
spend  time  with  friends  and  also  give 
your  teen  plenty  of  individual  atten¬ 
tion,  It  can  be  helpful  to  encourage 
conversations  around  deployment  as 
well  (e.g.,  “I  know  this  is  a  tough  time 
for  you,  and  I’m  here  for  you,”).  If  your 
teen  is  reluctant  to  share  his  or  her 
feelings,  suggest  the  teen  write  down 
personal  thoughts  and  feelings  in  a 
journal.  And  if  you’re  concerned  about 
your  teen’s  behavior,  let  your  teen 
know  that  you  understand  his  or  her 
feelings,  but  he  or  she  needs  to  find 
another  way  to  cope— and  you’re  avail¬ 
able  to  help.  For  instance,  if  your  teen’s 
grades  are  plummeting,  you  can  talk  to 
a  teacher  or  school  counselor  together. 

When  to  Ask  for  Moro  Help 

If  you  have  any  concerns,  or  if  any  of 
the  common  reactions  above  continue 
after  three  to  four  weeks  for  children 
under  age  10,  or  for  four  to  six  weeks 
for  older  children,  consult  the  child’s 
behavioral  healthcare  provider.  If  you 
notice  any  of  the  following  signs,  get 
help  right  away: 

•  Unfocused  agitation 

•  Serious  depression/withdrawal 

•  Auditory  or  visual  hallucinations 

•  Being  at  risk  for  hurting  others  or 
intentionally  hurting  oneself 


•  Increased  suspiciousness  and 

behaviors  based  on  those  suspicions 

Deployment  is  a  challenging  time  for 
exceptional  families.  That  being  said,  a 
child  may  become  more  independent, 
confident,  and  resilient  during  the 
absence.  A  child’s  relationship  with 
both  the  deployed  parent  and  the  at- 
home  parent  can  grow  stronger  as  well. 
But  during  this  transitional  time,  it’s 
perfectly  okay  to  ask  for  help— just  like 
Neil’s  mother  did. 

Online  Resonrcesfor  Carogivers 

The  MilitaryHOMEFRONT  Web  site 
(WWW, military homefront. dod. mil)  pro¬ 
vides  a  variety  of  free  services,  such  as 
information  and  referrals  regarding 
special  needs  and  deployment  to  assist 
service  members  and  their  families 
(www.militaryinstallations.dod.mil/ism 
art/MHF-MI/.  Click  on  “Exceptional 
Family  Member  Program/Special 
Needs”  under  “Program  or  Service”) 

Military  HOMEFRONT’s  EFMP/Special 
Needs  module  can  help  military  families 
find  medical  and  special  education  serv¬ 
ices,  community  support,  and  more 
(www,militaryhomefront,dod,mil/efm). 

The  Specialized  Training  of  Military 
Parents  (STOMP)  Web  site  (www.stomp- 
project.org)  offers  support  and  advice  to 
military  parents  who  have  children  with 
special  needs,  plus  an  electronic  listserv 
so  that  parents  and  professionals  can 
connect  as  they  raise  and  help  children 
with  special  needs. 

National  Military  Family  Association, 
Inc.  (NMFA)  (www, nmfa.org)  offers  a 
guide  that  covers  the  deployment  cycle, 
common  behavioral  reactions  of  mili¬ 
tary  children  to  a  parent’s  deployment, 
and  much  more  (www.nmfa.org/site/ 
DocServer/SOFAR_Children_Pamphlet.p 
df?docID  =  6661).  • 


Dr.  Ian  Shaffer  is  a  child  psychiatrist  and  the  chief  med¬ 
ical  officer  at  MHN  (https://www.mhn.com/home.do), 
the  behavioral  healthcare  subsidiary  of  Health  Net, 
Inc.  (https://www.healthnet.com/portal/member/ 
home.do),  serving  the  needs  of  10  million  members, 
including  many  military  personnel  and  their  families. 
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Hooked  on  a  Feeling 

By  Maria  Caroff 


She  laughs  often  and  richly, 

speaks  her  mind  without  hesitation, 
warmly  praises  others,  speaks  with 
pride  of  family,  and  treasures  her 
friendships.  Deanna  VanHook  is  not 
an  individual  going  through  life 
without  purpose  nor  is  she  a  “dis¬ 
abled”  person  eking  out  a  life  only 
just  as  fulfilling  as  she  can  muster. 
She  is  a  vital  force,  with  close  fami¬ 
ly  and  friends.  One  gets  the  feeling 
that  while  Deanna  fully  engages  in 
life,  life  itself  also  rushes  to  Deanna. 
Joie  de  vivre  -  Joy  of  living.  This  is 
the  sense  conveyed  by  Deanna.  You 
know  that  she  will  leave  no  stone 
unturned  in  her  quest  to  fulfill  her 
capabilities  in  every  second  of  time, 
each  day. 

In  one  of  many  travel  adventures 
they  have  shared,  Deanna,  42  ,  and  her 
husband.  Lieutenant  Commander 
(Commander  Select)  R.  Thomas  “Tom” 
VanHook,  39,  a  physician  in  the  United 
States  Navy,  hiked  through  the  Grand 
Canyon  in  December  2007 -January 
2008,  [See  photo  on  page  70.)  That 
Deanna  has  paraplegia  was  no  obsta¬ 
cle.  Desire  and  drive  have  propelled 
Deanna  plenty  of  places  in  her  life,  and 
new,  “life-changing”  assistive  equip¬ 
ment  has  expanded  her  options  for 
mobility. 

When  Life  Changes 

During  spring  break  of  Deanna’s  sen¬ 
ior  year  of  high  school  in  1984,  she 
traveled  with  her  boyfriend,  Neal, 
and  his  dad  and  two  brothers  on  a 
skiing  trip  to  Colorado.  On  their  way 
back  home  to  Dallas,  they  stopped  to 
visit  Neal’s  grandmother  in  Elk  City, 
Oklahoma.  They  had  been  on  the 
highway  again  for  about  45  minutes 
when  a  gasoline  tanker  truck  hit 
their  Chevy  Suburban,  Neal,  18,  his 
Dad,  Tom,  and  his  brother  Kevin,  1 7, 
were  all  killed  instantly,  Deanna,  18, 
and  Neal’s  youngest  brother,  Steve, 
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“Deanna  and  I  worked  together  for  one  week  in 
Orlando— so  seamlessly  that  I  knew  that  I’d  marry 
her  and  told  everyone  so.  Her  disahility  never 
mattered  to  me,  because  it  never  mattered  to  her. 
If  you  speak  to  her  for  more  than  a  few  seconds 
on  the  suhlect,  it’s  very  clear  she  sees  her 
disahility  as  an  inconvenience  rather  than  an 
ohstacle.  I’ve  felt  the  same  way  since  the  moment 

I  first  met  her.’’  —Tom  VanHook,  writing  about  his  wife,  Deanna 


12,  were  the  only  survivors.  (The 
boys  had  lost  their  mother  to  cancer 
in  December.) 

“We  are  still  close  to  this  day,” 
Deanna  says  of  Steve  and  herself.  “I’m 
really  proud  of  how  he’s  managed  to 
turn  his  life  around  from  that  tragedy 
at  12  years  old  and  become  the  man 
that  he  is  today.” 

As  for  Deanna  herself,  “I  was  griev¬ 
ing  so  much  that  by  the  time  I  got 
more  with  the  picture,  I  had  already 
been  in  a  wheelchair,  and  I  was  mak¬ 
ing  it  work.  By  then,  I  was  in  the 
rehab  hospital.  I  don’t  think  from  that 
point  forward  I’ve  ever  let  anything 
stop  me.” 

Deanna  attended  the  prom  with 
the  couple  that  she  and  Neal  had 
already  planned  to  join  for  the  event. 
The  straight-A-plus  student  also 
attended  her  graduation.  “I  was 
bound  and  determined.  I  figured, 
well,  there’s  no  reason  this  should 
stop  me.  Let’s  just  go.” 

That  attitude  permeates  Deanna’s 
decisions  and  actions. 


That  fall,  Deanna  entered  the 
University  of  Texas  at  Arlington,  where 
she  earned  a  bachelor’s  degree  in  busi¬ 
ness  administration,  with  a  concentra¬ 
tion  in  management.  Then,  her  career 
took  flight. 

Flying  High 

“I  had  always  loved  travel,  and  I 
knew  when  I  started  thinking  about 
it  in  my  senior  year  of  college — 
Where  do  I  want  to  go  from  here? 
What  do  I  want  to  do?— I  really 
wanted  to  go  to  work  with  an  airline. 
So,  I  chose  American  [Airlines)].  I 
loved  it.  I  had  a  great  time.  I  met  a  lot 
of  wonderful  people.” 

Starting  in  a  typical  entry-level  job 
on  the  phones  in  the  sales  office, 
Deanna  worked  her  way  up,  eventually 
moving  into  a  position  where  she  was 
flying  six  days  a  week,  working  with  a 
task  force  with  the  Department  of 
Transportation  that  was  teaching  dis¬ 
ability  awareness. 

In  their  off  hours,  she  and  her  friends 
“took  airplanes  like  taxis.  There  would 


be  a  whole  group  of  us.  We  all  worked 
for  the  airlines,  and  we  all  had  flight 
benefits.  We’d  find  an  off  time  to  fly, 
and  we’d  say  (something  like),  who 
wants  to  go  have  dinner  in  New 
Orleans?”  When  there  were  any  acces¬ 
sibility  challenges  (this  was  prior  to  pas¬ 
sage  of  the  Americans  with  Disabilities 
Act  (ADA)),  “we  just  kind  of  figured  out 
what  was  going  on,  and  we’d  just  make 
it  work.  If  we  can’t  do  it  by  Plan  A,  let’s 
find  Plan  B.  Now,  if  it’s  just  something 
that’s  absolutely  ludicrous,  then  I  will 
probably  also  use  it  as  some  sort  of  a 
teaching  experience  to  help  educate— 
but  not  to  the  detriment  of  my  fun,” 

“He  Is  a  Wonderful  Prince” 

Deanna  won  the  1991-92  Ms. 
Wheelchair  America  competition 
(http: //WWW.  mswheelchalr- 
america.org/),  “I  can  thank  my  cowork- 
ers  at  American  Airlines  for  that,”  she 
says,  laughing.  Her  friends  put  all  the 
wheels  in  motion  before  telling  her 
about  it.  At  the  time,  Texas  did  not  have 
a  state  program,  and  somebody  could 
be  appointed  to  represent  the  state  in 
the  national  competition.  (Ms, 
Wheelchair  American  is  a  competition 
reflecting  women’s  abilities  and 
accomplishments.)  “It  did  sound  like 
something  exciting  and  something 
neat,  so  I  said,  okay,  yes,  I  will  do  this.” 

The  plan  had  been  to  lay  the  ground¬ 
work  to  establish  a  state  program  for 
the  future,  for  opportunities  for  women 
with  disabilities.  “We  never  really 
looked  past  that  to,  what  happens  if 
you  win  at  nationals?” 

“We  went  down  there,  and  I  had  an 
absolute  blast.  I  was  introduced  to  Tom. 
They  had  gone  over  to  the  Navy  base 
and  had  put  up  a  sign  about  the  nation¬ 
al  program,  and  it  said  that  they  need¬ 
ed  escorts  for  the  women.”  While  ini¬ 
tially  finding  Tom  somewhat  too  self- 
assured,  by  the  second  evening, 
Deanna  felt  differently.  “Then  he  called 
his  parents  on  Sunday  night  and  said 
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The  VanHook  Family 


Deanna  and  Tom  VanHook 
explore  the  Grand  Canyon. 


America,  Tom  “continued  that  next  year 
to  be  my  escort  at  the  speaking  engage- 
ments,  things  that  I  needed  an  escort  for. 
He  was  a  real  sweetheart— he  would  fly 
in  and  escort  me  to  anything  that  I  need¬ 
ed.  So,  I  thought,  wow,  this  is  a  special 
guy  if  he’ll  take  time  off  from  his  sched¬ 
ule  and  come  in  and  do  this  stuff  for  me. 
. . .  And  he’s  always  been  that  way.”  Nine 
months  after  meeting,  Deanna  and  Tom 
married  in  May  1992,  The  wedding, 
Deanna  says,  “was  beautiful,  it  was  won¬ 
derful,  it  just  continued  the  fairytale,” 
When  Deanna  first  mentions  Tom,  she 
says,  “He  is  a  wonderful  prince.  When 
we  met,  it  was  obviously  just  meant  to 
be.”  The  two  enjoyed  extensive  travel 
and  time  together  before  having  their 
children,  Robert,  in  2000,  and  Laura, 
in  2003, 

Deployment 

Tom  VanHook  deployed  to  southern 
Helmand  Province,  Afghanistan,  in 
mid-March.  He  will  be  deployed  for 
nine  to  16  months.  “I’d  much  rather 
him  be  here  all  the  time,”  says 
Deanna,  “but  he  loves  his  job,  and 
he  loves  doing  what  he  is  doing,  so 
1  support  him  in  that.  He  has  always 
said  that  the  men  and  women  that 
are  over  there  and  fighting  deserve 
the  best  medical  attention  they  can 
get,  and  it’s  his  pleasure  to  go  take 
care  of  them.” 

When  Tom  is  asked  via  email  what 
challenges  he  feels  in  being  away 
from  his  family  while  he  is  deployed. 


that  he  had  met  the  woman  he  was 
going  to  marry.  He  told  me,  and  it  kind 
of  scared  me,  because  I  had  feelings  for 
him,  but  1  wasn’t  quite  sure  1  was  going 
to  marry  him.  He  knew.” 

Separated  geographically,  Deanna 
was  able  to  use  her  airline  benefits  to 
visit  Tom  in  Orlando,  then  in  Idaho  Falls, 
Idaho,  when  he  was  stationed  there  next 
with  the  Navy.  As  Deanna  fulfilled  her 
commitments  as  Ms.  Wheelchair 


“He  is  a  wonderful  prince.  When  we  met, 
it  was  obviously  lust  meant  to  be.”  The  two 
enioyed  extensive  travel  and  time  together 
before  having  their  children,  Robert,  in  2000, 
and  Laura,  in  2003. 
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and  what  challenges  he  feels  in  being 
deployed  in  light  of  the  special  needs 
that  his  family  members  have,  he 
writes  from  Afghanistan:  The  actual 
time  away  seems  much  harder  on  my 
family  than  on  me,  because  there’s  so 
little  I  can  do  to  help  them.  Personally, 
Tm  faced  with  two  choices:  trust 
Deanna  or  go  nuts.  Since  this  is 
our  fourth  deployment,  I  trust 
her  to  handle  things.  On  the  other 
hand,  the  period  leading  up  to  the 
deployment  is  heart-wrenching 
for  all~particularly  because  of 
her  disability.  During  that  time, 
my  family  wants  me  to  slow 
down  and  spend  quality  time 
with  them,  but  I’m  frantic  with 
the  worries  of  a  deploying  spouse 
(Does  she  know  how  to  turn  off 
the  gas?  Reset  a  circuit  breaker?), 
and  doubly  frantic  because  of  the 
disability  (Can  she  reach  the  gas 
shutoff  valve?  Reach  the  breaker 
box?  Get  to  our  daughter  if  she 
has  a  crisis?). 

The  Children 

Deanna  and  Tom’s  son,  Robert, 

7,  has  “severe  ADHD”  (atten¬ 
tion  deficit  hyperactivity  disor¬ 
der).  While  Deanna  “fought  for 
years  not  to  medicate  him,” 
she  was  told  one  day  by  a  psy¬ 
chiatrist  and  therapist,  “He 
really  is  a  prime  candidate  for 
medication.”  So,  they  tried 
medication  trials— Concerta®, 
Strattera®,  Focalin®,  Adderall 
XR®.  It  was  the  immediate- 
release  form  of  Adderall®  that 
finally  worked,  without  diffi¬ 
cult  side  effects. 

“He’s  so  happy.  He’s  a  com¬ 
pletely  different  child.  He  likes 
the  way  he  feels.  He  says, 
‘Mommy,  I  can  concentrate.  I  can 
do.’”  They  had  tried  “therapy, 
behavior  modification,  even  the 
behavior  contracts  and  stuff  at 


realized  all  of  the  talking,  all  of  the 
changing  the  way  that  I  deal  with  him, 
the  way  that  the  school  deals  with  him, 
all  of  that— it  isn’t  making  any  differ¬ 
ence,  That’s  when  I  finally  agreed,  let’s 
try  meds.  It  doesn’t  seem  like  it  should 
be  ‘that  difficult’  for  the  child.  Yet, 
then,  sometimes,  it  really  is.” 

A  difficult  episode  in  February 
with  Robert,  who  seemed  to  be 
acting  out  over  his  father’s 
impending  deployment  in  March, 
after  two  already  delayed  deploy¬ 
ments,  led  Deanna  and  Tom  to 
make  the  decision  to  move  the 
family  to  Little  Rock,  Arkansas, 
where  Tom’s  parents  live.  The 
decision  was  made  on  a 
Wednesday  evening,  and  Deanna 
and  the  children  were  settled  in 
the  following  Monday  next  to 
Tom’s  parents,  in  a  wheelchair- 
accessible  rental  that  Linda  and 
Fred  VanHook  discovered  on  that 
same  Wednesday  evening  was 
available.  They  have  retained  their 
home  in  Virginia,  with  Tom’s 
home  station  being  at  Naval 
Medical  Center  Portsmouth. 

“It’s  really  been  a  godsend  for 
Robert,  because  he’s  just  really, 
really  taken  to  his  new  doctors 
and  therapists.  The  doctors  here 
have  been  fabulous  for  him,  I 
would  say  in  the  last  three 
months,  he  has  matured  and 
grown  more  than  I’ve  seen  him 
in  the  last  year.  If  I  ever  had  any 
doubts  that  leaving  was  the  right 
thing  to  do,  I  don’t  have  those 
doubts  now. 

My  in-laws  are  fantastic.  What 
we’ve  done  is  every  night  we 
have  dinner  together,”  So,  the 
children  have  “actually  gotten  to 
establish  a  relationship,  and  that 
has  been  incredibly  important  to 
me.  Family’s  always  been  very 
important  to  me,”  she  says,  shar¬ 
ing  that  her  own  family  “has 


school.  We  tried  everything.  He  would 
try.  He  would  try  so  hard.  But  he  just 
couldn’t  do  it.  And  it  was  frustrating  for 
him,  it  was  frustrating  for  us,  certainly 
frustrating  for  the  teachers,  too.  He 
could  promise  me  the  moon  -  and  he 
meant  it.  But  he  just  couldn’t.  I  finally 
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The  VanHook  Family 


Some  people  are  a  strong  reminder  that  life  is 
meant  to  be  iived  fuiiy.  Deanna  VanHook  is  a 
powerfui  exampie  of  that,  “i’ve  figured  out  that 
the  oniy  person  that’s  reaiiy  going  to  stop  me  is 
me— and  i  don’t  intend  to  stop  me.” 


always  been  very,  very  supportive.” 

Family  relationships  can  gain  added 
significance  when  there  are  chal¬ 
lenges.  Deanna  and  Tom’s  daughter 
Laura,  4,  was  born  with  a  cleft  lip.  Her 
first  surgery  was  performed  at  around 
three  months  of  age.  She  has  had  addi¬ 
tional  surgeries  and  will  need  to  have 
several  more. 

“She  was  born  not  only  with  a  cleft 
lip,  she  was  born  without  a  pituitary 
gland,  so  she  has  panhypopituitarism. 
Even  though  she’s  four,  about  to  be  five 
she’s  mistaken  for  two  all  the  time,” 
She  is  given  growth  hormones  and 
other  medications.  “She  has  problems 
with  adrenal  crisis— stress,  sicknesses, 
any  of  those  things  can  cause  her  to  go 
into  adrenal  crisis,”  Deanna  says. 

Laura’s  health  issues  can  present 
unpredictable,  life-threatening  situa¬ 
tions.  “We  just  kind  of  have  to  take  it 
one  day  at  a  time.  1  do  not  keep  her  in 
a  bubble.  Even  when  she’s  in  school,  1 
just  tell  them,  anything  the  other  kids 
are  doing,  just  let  her  do— if  she  ends 
up  getting  hurt,  call  me  and  I’ll  come.  1 
carry  her  medicine  because,  for  her, 
even  a  sprained  ankle,  a  broken  bone, 
all  of  those  are  medical  emergencies. 


And  sometimes  that  scares  people.  1 
say,  you  know  what,  she  has  got  to 
learn,  and  you  cannot  keep  her  in  a 
bubble— it’s  not  a  life. 

“Before  1  got  my  iBot®,  1  couldn’t  go 
in  and  around  that  playground  stuff. 
My  wheels  in  my  manual  chair  would 
have  just  sunk.  So  she  learned.  And  1 
had  to  learn  to  talk  to  her  and  tell  her 
when  she  was  climbing  stuff,  okay, 
reach  one  hand  up,  now  put  another 
foot  up,  you  can  do  it,  keep  going,  all 
the  while  knowing  that  if  she  falls, 
somebody’s  going  to  have  to  bring  her 
to  me,  and  she’s  going  to  have  to  take 
some  medicine,  but  that’s  just  the  way 
it  is.  1  wanted  her  to  be  able  to  do  just 
like  anybody  else  and  not  have  to 
worry  constantly.” 

Life-Changing  Mobifity  Eqnipment 

In  2006,  Deanna’s  physician  told 
her  that  it  was  time  to  switch  from 
a  manual  to  a  power  wheelchair. 
Deanna  had  bilateral  shoulder 
impingement  syndrome.  “Your 
arms,  unfortunately,  were  never 
meant  to  be  your  legs,”  the  physi¬ 
cian  said  of  the  toll  that  manual 
maneuvering  of  a  wheelchair  takes 


on  the  body.  “I  was  incredibly 
depressed,”  says  Deanna,  “which 
was  very  unusual  for  me,” 

Tom  had  done  some  research  on  the 
INDEPENDENCE®  iBOT®  4000,  and 
Deanna’s  physician  thought  that  this 
power  wheelchair  would  be  a  great 
match  for  Deanna’s  needs.  Deanna  and 
Tom  went  through  a  series  of  frustrat¬ 
ing  denials  from  TRICARE  for  the 
equipment,  even  though  one  of 
TRICARE’s  own  experts  had  agreed 
that  the  equipment  was  medically  nec¬ 
essary.  At  one  point,  the  only  way  to 
keep  the  appeals  process  going  was  to 
purchase  the  chair  themselves,  within 
six  weeks,  or  the  process  would  stop. 
“So,  we  immediately  called  the  bank 
and  took  out  a  home  equity  loan  and 
purchased  the  chair.  My  only  regret  at 
this  point  is  that  we  didn’t  do  that 
sooner,  because  the  difference  that  it 
made  in  me  immediately  was  phe¬ 
nomenal.”  Not  one  to  take  much  med¬ 
ication,  by  that  point  Deanna  had  been 
on  several  anti-inflammatory  medica¬ 
tions,  with  the  pain  reaching  a  level  at 
nighttime  that  resulted  in  her  some¬ 
times  being  unable  to  sleep. 

The  “IBot  4000  has  been  life-chang¬ 
ing  for  me.  Anywhere  the  kids  go, 
now  I  can  go.  It’s  like  the  chair  was 
actually  designed  and  made  for  me. 
It’s  wonderful,” 

Perspective 

Some  people  are  a  strong  reminder 
that  life  is  meant  to  be  lived  fully. 
Deanna  VanHook  is  a  powerful 
example  of  that.  “I’ve  figured  out 
that  the  only  person  that’s  really 
going  to  stop  me  is  me — and  I  don’t 
intend  to  stop  me.”  • 
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United  States  Military  Sectien 


The  Quest  for  the  Right  School 

The  Mobile  Military  Child  and  SchoolQuest™ 


SchoolQuest.org 

"^.for  of  tlw  diild." 


By  Aunt  Peggie  Watson 


Never  would  a  military  family 

describe  a  Permanent  Change  of 
Station  (PCS)  move  as  easy. 
Challenging,  maybe!  Intriguing,  per¬ 
haps!  But  never  easy.  If  that  family 
includes  a  child  with  special  needs,  the 
level  of  complexity  rises.  As  the  family 
leaves  their  current  home,  coordination 
of  medical,  therapy,  and  pharmaceuti¬ 
cal  records,  along  with  educational  his¬ 
tory,  adds  to  an  already  daunting  list  of 
responsibilities  connected  to  the  move. 

And  on  the  other  end— sight  unseen, 
perhaps— is  another  list  of  responsibili¬ 
ties  as  the  family  settles  into  his  or  her 
new  environment.  For  the  family  of  a 
child  with  special  needs,  there  are  doc¬ 
tors,  therapists,  counselors,  and  special¬ 
ized  programs  to  find.  Then,  there  is  the 
school.  What  school  districts  are  in  this 
new  location?  What  kinds  of  programs 
exist?  To  whom  can  a  parent  speak? 

Those  were  the  questions  that 
inspired  SchoolQuest™,  an  online 
school  search  tool  specifically 
designed  by  the  Military  Child 
Education  Coalition™  (MCEC^”)  for  mil¬ 
itary  families.  Like  typical  school 
search  databases,  SchoolQuest  allows 
the  user— parents  or  students— to 
identify  a  location  and  browse  for 
school  districts  within  the  area.  Like 
other  school  sites,  the  user  can  also 
complete  a  zip  code  search  for  all 
schools  within  a  given  radius.  These 
are  useful  tools,  for  certain. 

But,  unlike  these  general-use  sites, 
SchoolQuest  is  focused  entirely  on 
military  families,  military  installa¬ 
tions,  and  the  school  districts  that  sur¬ 
round  them.  In  addition,  SchoolQuest 
goes  a  step  beyond  in  personalizing 


the  data  that  is  returned  for  each  stu¬ 
dent.  Parents  or  their  students  are 
asked  to  complete  a  short  data  profile, 
including  the  student’s  age,  school 
grade,  and  age-specific  indicators 
about  completed  courses,  academic 
and  extracurricular  interests,  and 
standardized  testing. 

The  “quest”  uses  the  completed  stu¬ 
dent’s  profile  to  return  a  customized 
letter,  including  meaningful  facts, 
resources,  and  transition  advice.  For 
all  children,  the  following  information 
is  listed: 

•  Web  site  links  and  telephone  contacts 

for  school  districts  in  the  area 

•  A  customized  listing  of  smooth 

transition  advice,  including: 

-  Tips  for  preparing  records  for  the 
move 

-  Information  about  state 
assessments 

-  Promotion  advice 

-  Specific  information  about  areas  of 
the  student’s  interest 

-  Graduation  requirements  advice  for 
high  school  students 

For  students  with  special  needs,  the 
information  is  even  more  robust.  In 
addition  to  the  above  information, 
each  district’s  special  needs  coordina¬ 
tor’s  contact  information  is  listed, 
along  with  a  checklist  for  parents  that 
identifies  items,  records,  and  contacts 
that  should  be  gathered  for  a  smoother 
transition  in  both  the  old  and  the  new 
locations. 

From  the  old  school,  it  is  suggested 
that  families  provide  for  their  student: 

•  Current  or  new  Individualized 

Education  Program  (lEP) 


•  Current  copies  of  any  school 
assessments  results 

•  Current  work  portfolio 

•  Photograph  of  any  equipment  the 
child  is  successfully  using 

•  Videotape  of  the  child  with 
professional  and/or  aide 

•  Records  from  the  student’s  physicians 

•  Records  from  other  professionals 
working  with  the  child 
(psychologists,  therapists,  and  others) 

•  Letters  of  introduction  from  teachers, 
therapists,  and  other  professionals 
working  with  the  student 

From  the  new  school,  it  is  suggested 
that  families  obtain: 

•  District  office  special  needs  contact 
information 

•  Student  record  transfer  policy 

•  Initiation  of  procedure  to  receive 
services  policy 

•  When  services  begin  policy 

•  Specific  school  special  needs  contact 
information 

•  State  organizations,  local  agencies, 
and  parent  special  needs  groups 

SchoolQuest  does  not  limit  itself  to 
just  a  listing  of  this  specific  and  cus¬ 
tomized  data.  At  various  spots  through¬ 
out  the  Web  site,  users  are  encouraged 
to  access  the  MCEC  Education 
Resource  Center  (ERC).  This  site  con¬ 
tains  a  carefully  vetted  and  consistent¬ 
ly  maintained  listing  of  state-by-state 
school  data,  including  state  academic 
standards,  assessment  data,  English  as 
a  Second  Language  (ESL)  information. 
No  Child  Left  Behind  Act  information, 
special  needs  information,  and  much 
more.  Beyond  that,  users  are  encour- 
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aged  to  send  any  addi¬ 
tional  questions  or 
concerns  they  have 
about  school  transitions 
to  “Aunt  Peggie,”  who  will 
respond  to  each  question  on  an 
individual  basis. 

There  is  an  additional  option  for 
SchoolQuest  users.  By  entering  the 
Online  Library  (https://schoolquest.org/ 
tour/library.htm),  a  reference  source 
unfolds  at  the  user’s  fingertips.  There  is 
a  list  of  resources  that  apply  specifical¬ 
ly  to  mobile  families.  Additionally,  users 
will  find  information  about  private 
schools,  home  schooling,  college  appli¬ 
cations,  distance  learning,  English  as  a 


Second  Language,  and 
generalized  tips  about 
moving. 

No,  SchoolQuest  does 
not  dissolve  all  the  moving 
woes!  As  a  specialized  online  tool 
for  military  families,  it  does,  however, 
provide  a  one-stop  resource  as  families 
move  to  new  military  installations.  It  can¬ 
not  magically  pack  and  unpack  the 
boxes,  but  it  can  alleviate  the  stress  of  one 
of  the  obstacles  to  a  smooth  move,  that  of 
finding  a  school  system  that  meets  the 
needs  of  all  the  members  of  the  family. 
Visit  http://www.SchoolQuest.org  or  the 
MCEC  Web  site  at  http://www.Military- 
Child.org. 


A  member  of  a  military  family  while  growing 
up,  "Aunt  Peggie"  Watson  is  a  retired  educator. 
She  served  military  children  in  the  Killeen 
Independent  School  District,  in  Killeen,  Texas, 
near  Fort  Hood,  for  34  of  36  years  in  education. 
She  joined  the  Military  Child  Education  Coalition 
in  2001,  helping  to  develop  what  has  evolved 
into  the  online  MCEC  Education  Resource 
Center.  As  MCEC  grew,  she  began  to  answer 
questions  for  parents  regarding  researching  a 
new  school  district  and  academic  concerns.  One 
day,  she  mentioned  she  felt  like  everyone's 
knowledgeable  aunt.  And,  before  she  knew  it, 
she  was  indeed  Aunt  Peggie.  View  the  answers 
to  her  questions  in  MCEC's  On  The  Move® 
magazine,  as  well  as  online  at 
http://www.MilitaryChild.org. 


School  Entry  and  Exit  Planning 

for  Children  Wtth  Special  Needs 

By  Joan  Patterman  Barrett 

A  move  with  a  child  with 

special  needs  can  be  a  challenge  to 
even  the  most  organized  parents. 

Faced  with  all  the  details  prior  to  a 
move,  prepare  for  it  by  getting  a  note¬ 
book  (in  a  size  and  style  of  your 
choice)  to  record  all  of  your  contacts, 
with  room  for  all  of  your  notes  in  one 
place!  Plan  to  write  down  each  con¬ 
tact’s  name,  phone  number,  and  email 
address,  and  the  date  of  any  request 
you  make,  as  well  as  any  important 
details  of  the  conversation  or  visit  in 
your  notebook. 

Next,  break  the  move  to  the  new 
school  down  into  manageable  steps 
you  can  check  off  (not  necessarily  in 
the  order  they  are  listed  at  right  and  on 
opposite  page).  You  need  to  contact  the 
new  school  district  early  in  the  process 
to  prevent  an  interruption  of  services. 


Notebook  Checklist 

What  items  are  needed  from  the  current  school? 

_ Current  or  new  Individualized  Education  Program  (lEP)  (2  copies) 

_ Current  report  card  and  grades  to  date  of  withdrawal 

_ Current  copies  of  any  school  assessments  results 

_ Current  work  portfolio 

_ Photographs  of  any  equipment/devices  your  child  is  successfully  using 

(including  audio-video) 

_ Videotape  of  child  with  professional  and/or  aide  using  equipment  noted  above 

_ Doctors'  records  (immunizations,  general  medical  records,  other) 

_ Records  from  other  professionals  who  have  worked  with  your  child  (i.e., 

psychologist,  counselor,  and  therapist) 

_ Letters  of  introduction  from  teachers,  therapists,  and  other  professionals  who  work 

with  and  know  your  child 

What  items  are  needed  from  the  new  school  district/school? 

_ Contact  information: 

_ District  special  education  office 

_ School-specific  special  education  service  provider 

_ School-specific  counselor 

_ Identify  local  policies: 

_ General  registration  procedures 

continued  on  next  page 
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Notebook  Checklist  continued 

_ Initiation  of  procedure  to  receive  services:  how  and  when 

_ Student  records  transfer 

_ Mail  _ Hand  carry  _ E-mail 

_ Assessment/Screening  required 

_ Initiation  of  services 

_ Transportation 

_ Special  needs  interest/support  groups: 

_ State  level  (Military  Child  Education  Coalition™  (MCEC™)  Education  Resource  Center; 

National  Dissemination  Center  for  Children  with  Disabilities  (NICHCY)) 

_ District  level 

_ Local  agencies  and  other  community  support  groups 

Bonus  TIP;  Locate  and  use  your  military  resources! 

These  personnel  are  there  to  assist  in  your  move,  so  contact  them  at  both  your  current  and  next  assignments: 

_ School  Liaison  Officer  (title  differs  by  service  branch) 

_ Exceptional  Eamily  Member  Program  (EFMP)  Representative 

_ Other  (Child  and  Youth  Services) 


Online  Resources 

•  Military  Child  Education  Coalition  (MCEC)  Education  Resource  Center 
www.MilitaryChild.org/ARC.asp.  Select  a  state  and  Special  Education)  or  SchoolQuest™ 
(www.schoolquest.org). 

•Specialized  Training  of  Military  Parents  (STOMP)  (http://www.stompproject.org) 

•  National  Dissemination  Center  for  Children  with  Disabilities  (NICHCY)  http://www.nichcy.org. 
Choose  the  State  Resources  link.) 


Joan  Patterman  Barrett  is  the  Director 
of  Research  and  Evaluation  for  the 
Military  Child  Education  Coalition.  She 
has  a  Master's  degree  in  Secondary 
School  Counseling  from  the  University 
of  Dayton,  Ohio.  Her  professional  back¬ 
ground  includes  12  years  as  a  high 
school  teacher  and  another  10  years  of 
Human  Resource  Development  train¬ 
ing.  She  now  lives  with  her  family  In 
Kansas  City,  Missouri,  after  her  hus¬ 
band's  retirement  from  a  32-year  mili¬ 
tary  career.  She  began  as  a  volunteer 
for  MCEC,  with  the  MCEC  Transition 
Counselor  Institutes™,  the  National 
Guard  &  Reserve  Institute™,  and  with 
curriculum  development,  as  well  as 
serving  on  the  MCEC  Board  of 
Directors. 


EP  Military  Channel  News 

Readers  can  access  important  information  regarding  Department  of  Defense  news, 
Department  of  Veterans  Affairs  news,  and  TRICARE  by  visiting  the  Military  Channel  on 
the  EP  Web  site.  Information  includes  news  releases,  reports,  and  other  relevant  items. 
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Fisher  House  Homes 

The  Comforts  of  Home  During  Trying  Times 

By  Jennifer  Davidson 


Not  until  a  loved  one  is 

unable  to  be  by  our  side  do  we  realize 
how  much  we  miss  them  and  how 
important  they  are  to  our  overall  sense 
of  well-being.  Not  until  we  are  mis¬ 
placed  from  our  home  do  we  appreci¬ 
ate  its  comforts.  At  home,  in  our  own  lit¬ 
tle  corner  of  the  world,  we  are  safe,  we 
make  memories  with  loved  ones,  we 
freely  express  ourselves  as  the  unique 
individuals  we  are.  At  home,  we  thrive. 

For  many  of  our  military 
Servicemembers  who  experience  a 
life-altering  injury  or  sickness,  the 
comforts  of  family  and  home  are 
stripped  away  as  they  struggle  through 
difficult  recoveries  in  medical  installa¬ 
tions.  To  ease  these  challenges  for  as 
many  military  families  as  possible,  the 
Fisher  House™  Foundation,  Inc.  has 
built  homes  since  1990  on  major  mili¬ 
tary  installations  and  near  Veterans 
Affairs  medical  centers  to  provide  mili¬ 
tary  families  the  chance  to  be  together 
and  have  a  “home  away  from  home” 
during  a  family  member’s  recovery. 

Jim  Weiskopf,  executive  vice  presi¬ 
dent  of  Fisher  House  Foundation 
Communications,  explained  this  excel¬ 
lent  program. 

Today,  there  are  38  Fisher  House 
homes— 36  throughout  the  United 
States  and  two  in  Germany,  Five  more 
are  being  built.  Once  a  home  is  built,  it 
is  given  to  the  Army,  Navy,  Air  Force,  and 
the  Department  of  Veterans  Affairs  as  a 


gift  from  the  Fisher  House  Foundation, 

Commanders  of  each  military  hospi¬ 
tal  or  installation  determine  eligibility 
criteria  to  stay  in  the  home.  Selections 
are  made  based  on  how  far  a  family 
must  travel  to  the  hospital,  the  severity 
of  the  family  member’s  injury,  family 
size,  and  rank  of  the  servicemember. 
Once  a  family  is  accepted  into  the 
home,  their  stay  is  not  limited  by  time, 
and  they  pay  nothing  during  their  stay. 

Down  to  the  tiniest  detail,  the  build¬ 
ing  of  a  Fisher  House  home  is  carefully 
thought  out  to  so  that  military  families 
are  served  with  the  greatest  sense  of 
compassion  and  care  during  a  most 
challenging  time.  Before  a  home  is 
built,  a  location  in  close  proximity  to 
the  medical  center  is  selected  for  ease 
of  traveling  back  and  forth.  When  pos¬ 
sible,  the  home  is  within  walking  dis¬ 
tance  of  the  treatment  facility,  Weiskopf 
explained.  These  “comfort  homes,” 
which  are  between  5,000  and  16,000 


square  feet,  are  completely  furnished 
and  decorated  to  match  the  style  of  the 
region.  They  are  designed  to  accommo¬ 
date  up  to  42  family  members  and 
include  elements  of  comfort  such  as  a 
library  and  toys  for  the  children. 

In  recent  years,  as  a  result  of  the  con¬ 
flicts  in  Iraq  and  Afghanistan,  many 
more  Servicemembers  staying  in 
Fisher  House  homes  have  a  disabling 
injury  and  a  long  rehabilitation  follow¬ 
ing  their  release  from  the  hospital.  To 
address  their  unique  needs,  the  Fisher 
House  Foundation  modified  all  new 
homes  to  be  100  percent  compliant 
with  the  Americans  with  Disabilities 
Act  (ADA)  accessibility  guidelines.  The 
homes  feature  every  modification  indi¬ 
vidual  with  disabilities  needs  to  com¬ 
fortably  move  about  the  home  and 
function  with  ease,  including  elevators, 
power  boosters  on  doors,  ground-level 
laundry  facilities,  wider  hallways, 
lower  beds  for  easy  transfer  from 
wheelchairs,  and  durable  furniture. 

Health  Net  Federal  Services  is  hon¬ 
ored  to  support  the  Fisher  House 
Foundation  through  annual  donations 
to  help  pay  for  the  cost  to  build  new 
homes  to  serve  even  more  military 
families  and  to  help  pay  for  the 
expenses  to  operate  the  homes.* 


Jennifer  Davidson  is  a  senior  writer  for  Health  Net 
Federal  Services,  LLC,  the  government  operations 
division  of  Health  Net,  Inc.,  and  the  healthcare  con¬ 
tractor  for  the  TRICARE  North  Region.  Health  Net  is 
honored  to  provide  high-quality,  cost-effective 
healthcare  programs  to  the  Departments  of 
Defense  and  Veterans  Affairs  and  is  proud  to  part¬ 
ner  with  organizations  dedicated  to  improving  the 
quality  of  life  for  our  servicemembers,  active  and 
retired,  and  their  families. 


Team  Fisher  House 

Champiotis  for  Military  Families 
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Tell  Me  A  Stery"; 

Using  literacy  Activities 
with  Yeung  Children 

By  Stacye  Parry 


This  past  year,  the  Military 

Child  Education  Coalition™  (MCEC'"),  in 
partnership  with  ZERO  TO  THREE: 
National  Center  for  Infants,  Toddlers 
and  Families,  presented  thirteen  tell  me 
a  story  for  young  children™  (Pnas^“) 
events  at  military  installations  across 
the  United  States,  tmas  is  an  offshoot  of 
the  MCEC’s  Tell  Me  a  Story™  (TMAS"") 
program,  which  uses  literature  as  a  tool 
to  strengthen  connections  between  par¬ 
ents  and  children  as  well  as  to  encour¬ 
age  skills  for  resilience  and  to  foster  a 
caring  community,  ZERO  TO  THREE 
selected  the  tmas  event  to  kick  off 
their  Coming  Together  Around 
Military  Families  project,  an  ini¬ 
tiative  to  reach  professionals 
who  work  with  children  in 
communities  highly  impacted 
by  deployments  with  addi¬ 
tional  support  and  training. 
Installations  that  are  currently 
part  of  the  Coming  Together 
Around  Military  Families  project 
are  Fort  Bliss,  Texas;  Fort  Bragg, 

North  Carolina;  Fort  Campbell, 
Kentucky;  Fort  Carson,  Colorado; 
Fort  Drum,  New  York;  Fort  Hood,  Texas; 
Fort  Lewis,  Washington;  Fort  Riley, 
Kansas;  Fort  Stewart/Hunter  Army 
Airfield,  Georgia;  Marine  Corps  Base 
Camp  Lejeune,  North  Carolina;  Marine 
Corps  Base  Camp  Pendleton,  California; 
and  Eglin  Air  Force  Base,  Florida. 

tmas  uses  a  wordless  book.  Tell  Me 
Your  Story,  published  by  MCEC,  for  its 


program.  At  the  event,  a  facilitator 
models  how  to  use  a  wordless  book 
with  the  children,  and  then  parents 
and  children  engage  in  various  activi¬ 
ties  that  encourage  language  develop¬ 
ment,  pre-reading,  and  pre-math 
skills.  These  activities  all  use  common 
household  materials  and  are  adaptable 
to  children  of  all  ages  and  abilities.  You 
may  want  to  try  some  of  these  with 
your  child. 


Art 

The  number  of  skills  that  children 
learn  from  experiencing  and  experi¬ 
menting  with  art  materials  is  surpris¬ 
ingly  long.  They  include; 


Motor  Skills:  Both  fine  and  gross 
motor  skills  can  be  improved  through 
art.  From  grasping  a  crayon  to  using 
scissors,  children  learn  to  control  their 
bodies. 

Math:  Shapes  are  key  components 
of  art  and  math.  Mixing  colors  teaches 
ratios. 

Reading  and  Writing:  Scribbling, 
drawing,  and  pasting  allow  children  to 
develop  the  muscles  they  will  later  use 
for  writing.  In  fact,  young  children  will 
often  begin  pre-writing  while  engaged 
in  art  activities. 

Language:  Art  also  provides  the 
opportunity  to  expand  a  child’s 
vocabulary.  Colors,  textures, 
feeling,  subject  matter— all  are 
wonderful  ways  for  you  and 
your  child  to  talk  about  art 
while  developing  vocabulary. 

•  Activity  #1:  Make  3-D  letters. 
Find  a  large  piece  of  sandpaper 
and  cut  lengths  of  yarn  in  differ¬ 
ent  colors  and  textures.  Use  the 
yarn  to  make  designs  on  the  sand¬ 
paper.  If  the  child  is  a  pre-reader, 
encourage  the  child  to  make  letters,  or 
make  the  letters  for  him  or  her,  and  have 
the  child  trace  over  the  yarn  with  a  finger. 

Sensory  Experience:  Green 

One  of  the  greatest  gifts  that  children 
give  adults  is  the  opportunity  to  see 
the  world  with  fresh  eyes.  You  can 
enjoy  that  gift  while  also  connecting 
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deeply  with  your  child  by  taking  time 
to  stop  and  enjoy  our  wonderful 
world  together.  For  instance,  when 
you  take  time  to  examine  the  bug  that 
your  child  discovers  on  the  way  to  the 
car,  she  learns  you  value  her  insights. 
Moments  like  these  strengthen  the 
connection  between  adult  and  child. 

•  Activity  #2:  A  “Green”  Scavenger 
Hunt:  Find  as  many  green  things  as 
you  can  and  help  your  child 
describe  the  texture  and  smells. 

•  Activity  #3:  Make  “green”  using 
yellow  and  blue  play  dough.  As  he 
works  with  the  yellow  and  blue, 
ask  your  child  to  describe  what  is 
happening.  What  happens  when 
you  add  more  yellow?  More  blue? 

An  easy  play  dough  recipe  is  1  'I2  cups  of 
flour,  'h  cup  of  salt,  VI2  tablespoons  of 
cream  of  tartar,  1  tablespoon  of  cooking  oil, 
and  VI2  cups  of  water.  Mix  all  the  ingredi¬ 
ents  in  a  pan  and  then  cook  over  medium 
heat,  stirring  constantly.  When  the  mbcture 
is  play  dough-like,  and  no  longer  sticky, 
remove  it  from  the  heat,  divide  it  into  two 
pieces,  and  put  a  few  drops  of  food  color¬ 
ing  on  each  piece.  Once  it  is  cool,  let  your 
child  knead  the  food  coloring  in. 

Routines  and  Schedules 

Schedules  are  extremely  helpful  for  all 
children.  Having  a  routine  in  place  helps 
children  know  what  to  expect.  You  can 
even  have  little  routines  for  different 
parts  of  the  day.  For  example,  your 
morning  routine  with  your  child  could 
include  getting  dressed,  having  break¬ 
fast,  and  carrying  the  dishes  to  the  sink. 
Routines  help  a  child  feel  secure  and  in 
control,  and  this  is  especially  comfort¬ 
ing  to  children  who  may  be  experienc¬ 
ing  stress  due  to  a  deployed  parent. 

Use  pictures  cut  from  magazines  to 
talk  about  what  you  do  every  day.  Help 
your  child  put  the  pictures  in  order  to 
talk  about  the  things  he  or  she  does  and 


what  is  done  first,  second,  etc.,  or  use  a 
clock  to  talk  about  the  time  of  day  cer¬ 
tain  things  are  done. 

•  Activity  #4:  Make  a  routine  chart 
together.  Use  a  camera  to  take  pic¬ 
tures  of  your  child  engaged  in  the 
routine,  or  even  set  up  scenes  (use  a 
favorite  doll  for  a  “stand-in”  in  the 
routine)  so  that  your  child  can  take 
the  pictures  all  by  herself.  Use  the 
photos  to  make  a  chart  with  basic 
labeling  (“Make  Bed”),  paired  with 
days  of  the  week.  You  can  make  this 
chart  reusable  with  dry  erase  pens 
and  contact  paper,  even  adding  new 
activities  as  they  come  up. 

Sorting  and  Patterns 

Sorting  and  classifying  things  helps  chil¬ 
dren  to  make  sense  out  of  their  world. 
Stacking  items,  like  measuring  cups  and 
spoons,  helps  children  learn  about  the 
ways  objects  fit  together.  Children  will 
play  with  objects  until  they  figure  out 
the  “rules,”  Anyone  who  has  ever 
watched  a  child  sitting  in  a  high  chair 
has  seen  them  experiment  with  gravity 
over  and  over  (and  over  and  over)  again. 

•  Activity  #5:  Use  your  noodle.  Mani¬ 
pulative  toys  can  be  found  through¬ 
out  stores,  but  it  is  fun  to  create  some 
of  your  own.  Our  most  popular  was  a 
pool  noodle  cut  into  various  lengths 
(use  a  serrated  knife).  The  pieces  can 
be  stacked,  arranged  in  order  of 
height,  and  used  to  demonstrate  pat¬ 
terns.  We  also  found  children  had 
other  creative  uses  for  the  pieces  that 
we  had  never  imagined. 

Reading 

Reading  while  you  snuggle  with  your 
child  is  one  of  the  great  joys  of  parent¬ 
hood,  But  don’t  feel  you  have  to  wait 
until  things  are  “perfect”  to  read 
together.  Here  are  some  other  ways 
you  can  read  with  your  child  as  you  go 
about  your  day. 


•  Activity  #6:  Read,  all  the  time, 
everywhere.  You  can  read  aloud 
information  on  boxes  and  cans 
while  shopping,  or  even  give 
your  child  the  shopping  list  and 
let  them  read  it  to  you  and  check 
off  items  as  they  are  put  in  the 
cart.  In  the  car,  you  can  read  road 
signs  and  billboards  and  play 
games  such  as  “1  Spy,”  looking 
for  letters  to  make  the  alphabet. 
E-mails  and  letters  from  loved 
ones  are  also  perfect  for  reading 
aloud.  This  shows  children  read¬ 
ing  and  writing  can  help  us  stay 
connected.  Make  a  collage  of 
words  by  flipping  through  maga¬ 
zines  and  clipping  the  ones  you 
can  read  together.  Start  a  story 
with  one  or  two  sentences,  and 
then  encourage  your  child  to  use 
her  imagination  to  tell  the  next 
part,  taking  turns.  Write  your 
story  down  to  share  with  other 
family  members. 

Of  course,  don’t  limit  yourself  to 
the  activities  listed  here.  These  are 
simply  springboards  for  imagination, 
both  yours  and  your  child’s,  so  be  cre¬ 
ative!  If  you  see  your  child’s  interest 
heading  in  a  different  direction, 
encourage  it!  There  are  no  limits  to 
what  you  and  your  child  can  play  and 
learn  together.  • 


Stacye  Parry,  who  has  a  degree  in  elementary 
education,  spent  twenty-seven  years  as  an 
active-duty  spouse.  During  this  time,  she 
worked  in  the  education  field  and  served  in 
many  volunteer  positions  in  both  the  civilian  and 
military  communities.  (She  and  her  husband 
have  two  children.  Their  son  is  a  First  Lieutenant 
in  the  United  States  Air  Force  and  their  daugh¬ 
ter  is  a  recent  graduate  of  Texas  A&M  Uni¬ 
versity.)  She  began  her  work  with  the  Military 
Child  Education  Coalition™  as  a  volunteer  train¬ 
er.  She  currently  works  as  the  Project  Specialist 
for  Parent  Programs,  which  include  the  Parent 
to  Parent™  and  Tell  Me  a  Story™  initiatives  as 
well  as  continuing  her  work  as  a  trainer  for  the 
Transition  Counselor  Institute  and  the  Special 
Education  Leaders  Institute. 
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Choosing  Effoctivo  iroatmonts 
for  Children  with  Andsm 

By  Alan  Harchik,  PhD,  BCBA,  and  Patricia  Ladew 


As  the  number  Of  Children 

diagnosed  with  autism  spectrum  disor¬ 
ders  (ASDs)  continues  to  skyrocket  in 
both  civilian  and  military  families,  so  do 
the  number  of  treatment  options. 
Through  the  media  and  the  Internet, 
parents  of  children  with  an  ASD  learn 
about  many  different  types  of  proce¬ 
dures  to  treat  autism  and  related  disor¬ 
ders.  Wanting  to  do  everything  possible 
for  their  sons  and  daughters,  they  will 
often  try  a  number  of  different  thera¬ 
pies  and  treatments. 

After  their  son,  Cameron,  was  diag- 
nosed  with  autism  at  age  three  and  a 
half.  Army  Master  Sergeant  Larry 
Carter  and  his  wife,  Christal,  made  it 
their  mission  to  learn  all  they  could 
about  the  best  treatments  for  a  child 
with  autism.  In  the  past  four  years,  they 
have  tried  a  number  of  different  thera¬ 
pies  with  varying  degrees  of  success. 

“We  talked  to  other  parents,  read 
books,  researched  on  the  Internet, 
took  courses,  attended  conferences, 
and  watched  autism  specials  on  TV,” 
Christal  told  us  during  a  recent  inter¬ 
view.  “It  was  quite  a  hodgepodge. 
There  is  no  one  resource  for  informa¬ 
tion  about  autism.” 

The  Carters  have  worked  with  many 
different  physicians,  therapists,  and 
consultants  and  have  tried  a  variety  of 
treatments— speech  and  occupational 
therapy,  hippotherapy  (using  equine 
movement  to  address  neurological 
functioning  and  sensory  processing), 
aquatic  therapy,  chelation  (using  drugs 
to  remove  heavy  metals  from  the 


(l-r)  The  close-knit 
Carter  family 
(Caitlyn,  Larry, 
Christal,  and 
Cameron)  takes  the 
opportunity  to 
celebrate 
milestones 
together. 


body),  and  biomedical  therapies  such 
as  a  gluten-free,  casein-free  (GFCF)  diet 
and  vitamin  B12  injections— all  in  an 
effort  to  reduce  Cameron’s  problem 
behaviors  that  included  spitting,  biting, 
kicking,  scratching,  and  hair-pulling. 


Mflulnstitute 


Shaping  Futures 

Changing  Lives 


“We  were  doing  so  many  things  at 
one  time;  it’s  hard  to  know  which  did 
what,”  commented  Christal.  “You’re 
scared  to  eliminate  anything  because 
you  don’t  want  to  see  regression,” 
When  they  needed  help  with 
Cameron’s  toilet  training,  they  turned 
to  a  program  that  utilized  applied 
behavior  analysis  (ABA),  a  methodolo¬ 
gy  that  relies  on  research-based  inter¬ 
ventions  to  address  skill  deficits  and 
behavioral  problems.  After  seeing  the 
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Evaluating  the  Efficacy  of  Treatments  for  Autism  Spectrum  Disorders 

By  Susan  M.  Wilczynski,  PhD,  BCBA,  and  Leslie  Sutro,  PhD 


When  considering  different  treatment  options  for 
a  child  with  autism,  it's  important  to  know  if 
research  has  verified  that  a  treatment  is  effective. 

There  are  lots  of  treatment  options  available,  and 
while  many  of  these  may  be  supported  by 
personal  testimonials,  many  have  not  been  shown 
to  be  effective  by  scientific  studies.  How  do 
parents  know  what  studies  to  look  for  and  where  to  find  them? 

To  be  a  savvy  consumer,  it  is  critical  to  determine  which  treatments 
are  based  on  good  science  and  which  are  based  on  pseudoscience. 
Good  scientific  studies  involve: 

•  a  solid  research  design 

•  strong  tools  for  measuring  change 

•  accurate  Identification  that  the  children  really  have  autism 

•  evidence  that  the  treatment  was  provided  accurately 

•  efforts  to  show  the  treatment  produced  positive  outcomes 
over  time  or  in  different  situations 

Many  studies  do  not  meet  these  standards  and  are  therefore  not 
fully  contributing  to  our  knowledge  about  treatment  effectiveness. 
Pseudoscientific  studies  Involve  Information  that  sounds  scientific,  but 
in  reality  is  not;  they  are  not  based  on  good  scientific  methods. 

The  Importance  of  Peer  Review 

One  way  to  decide  if  a  study  is  science  or  pseudoscience  is  to  look  at 
whether  or  not  the  study  is  a  peer-reviewed  study.  The  peer  review 
process  involves  having  other  experts  in  the  field  read  the  study  to 
determine  if  it  is  of  good  enough  quality  or  makes  an  important 
enough  contribution  to  the  field  to  be  published  in  a  professional 
journal.  Peer  review  is  an  important  process  because  it  ensures  that  a 
study  meets  the  minimum  acceptable  standards  of  science. 

Many  public  libraries  have  access  to  databases  that  contain  links  to 
peer-reviewed  articles.  University  libraries  and  the  Internet  are  also 
excellent  resources  for  locating  research  databases,  such  as  PsycINFO 
(http://psycnet.apa. org/lndex.cfm?fa=5earch.advancedSearchForm)  and 
Medline/PubMed  (http://www.pubmed.gov),  which  often  contain  a 
number  of  articles  related  to  autism  treatment.  There  are  also  certain 
Web  sites  for  locating  peer-reviewed  articles  (such  as 
http://vvww.scholar.google.com). 

The  National  Standards  Report,  a  document  that  identifies  the  quality  of 
research  support  for  educational  and  behavioral  treatments  for  school-aged 
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children  and  adolescents  with  autism  spectrum 
disorders  is  expected  to  be  released  by  August  2008 
by  the  National  Autism  Center.  This  new  resource  will 
make  it  much  easier  for  parents  to  determine  the 
effectiveness  of  various  treatments  for  autism. 

Other  Considerations 

Scientific  support  is  only  a  first  step.  There  are  several  other  key 
considerations  when  making  treatment  decisions.  First,  professional 
judgment  should  play  a  significant  role.  Even  if  a  treatment  has  good 
scientific  research  support,  it  may  only  be  applicable  under  certain 
conditions  that  may  or  may  not  be  available.  Second,  the  thoughts  and 
opinions  of  parents  and  sometimes  the  children  themselves  should  be 
taken  Into  account.  Third,  ongoing  treatment  decisions  should  be 
based  on  data  whenever  possible.  Data  collection  is  crucial  to 
determining  If  a  child  is  responding  positively  to  a  particular  treatment. 
Finally,  the  training  and  knowledge  of  those  Implementing  a  treatment 
should  be  considered.  Once  a  treatment  is  chosen,  the  child's 
treatment  team  should  determine  what  they  need  in  terms  of  training, 
feedback,  and  materials  In  order  to  provide  that  treatment  accurately. 

There  are  several  "red  flags"  that  parents  should  be  aware  of  when 
trying  to  decide  which  treatment  to  choose  for  their  child.  Unfortunately, 
there  Is  no  magic  cure  for  autism.  When  considering  a  treatment,  parents 
should  watch  out  for  exaggerated  claims  of  a  cure,  especially  if  the 
treatment  requires  a  significant  financial  commitment.  In  addition, 
parents  need  to  be  aware  of  the  marketing  aspect  of  what  they  read.  No 
one  will  advertise  a  treatment  with  testimonials  saying  that  a  treatment 
does  not  work,  but  positive  testimonials  do  not  always  mean  that 
treatments  are  effective.  Additionally,  when  pursuing  biomedical 
treatments,  parents  should  always  consult  with  a  pediatrician  or  some 
other  medical  professional.  Finally,  they  should  be  cautious  of  treatments 
that  may  cause  direct  physical  harm  to  their  child. 

Susan  M.  Wilczynski,  PhD,  BCBA,  is  Executive  Director  of  the  National 
Autism  Center  and  chair  of  the  National  Standards  Project.  A  licensed  psy¬ 
chologist  and  Board  Certified  Behavior  Analyst,  Dr.  Wilczynski  has  authored 
numerous  articles  on  the  treatment  of  autism  spectrum  disorders. 

Leslie  Sutro,  PhD,  is  a  licensed  psychologist  at  the  National  Autism 
Center.  Dr.  Sutro  has  significant  experience  providing  consultation 
services  to  schools  and  families  seeking  appropriate  and  effective  serv¬ 
ices  for  children  with  autism  spectrum  disorders. 


successful  outcome  of  ABA  in  the 
development  of  this  particular  skill, 
they  arranged  for  Cameron  to  receive 
regular  ABA  therapy. 

Seek  Evidence  of  Effectiveness 

It  is  not  uncommon  for  families  to  take 
an  eclectic  approach  as  they  search  for 
the  best  treatments  for  their  children. 
Although  this  may  seem  like  a  way  to 


take  advantage  of  the  best  aspects  of 
every  therapy,  this  approach  often 
assumes  that  all  treatments  for  autism 
are  equal.  Unfortunately,  they  are  not. 
Some  have  evidence  showing  their 
effectiveness  and  others  do  not. 

Fortunately  for  the  Carter  family, 
their  approach  led  them  to  ABA,  which 
has  far  more  research  support  than  any 
other  treatment  or  therapy  for  children 


with  autism,  ABA  therapists  use  posi¬ 
tive  reinforcement,  teaching  in  small 
steps,  prompting,  and  repeated  prac¬ 
tice  to  facilitate  language  development, 
improve  behavior,  develop  social  skills, 
and  support  independent  living. 

For  Cameron’s  May  Institute  ABA  ther¬ 
apist,  Jocelyn  Priester,  MS,  BCBA,  the 
Carters’  multi-therapy  approach  present¬ 
ed  some  challenges,  “We  noticed  an 
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increase  in  problem  behavior  when 
Cameron  was  going  through  chela- 
tion,”  says  Jocelyn,  “The  doctor 
had  told  his  mom  to  expect 
that.  Because  it’s  an  internal 
event  (the  chelation)  that  1 
couldn’t  control,  1  would 
just  do  the  best  behavior 
management  1  could.  We 
had  behavioral  goals  in  place, 
so  1  worked  on  those.” 

Jocelyn  also  worked  with 
Christal,  Larry,  and  Cameron’s  sister, 
Caitlyn,  recommending  things  they  could 
do  at  home  to  support  his  ABA  therapy, 
including  how  to  encourage  full  speech. 
The  family  is  very  pleased  with  the 
results. 

“With  ABA,  we  saw  a  huge  increase 
with  language,”  says  Christal.  “Cameron 
had  words... but  he  wasn’t  using  full 
sentences.  His  therapists  required  him 
to  speak  in  sentences  and  showed  us 
how  to  do  it,  too!  Before  ABA  therapy,  if 
he  wanted  juice,  he  would  just  say 
Juice.’  With  the  help  of  ABA,  he  learned 
how  to  say,  T  want  juice,  please.’” 

“ABA  also  stimulates  more  sponta¬ 
neous  speech,”  Christal  continues. 
“He’s  gone  from  not  even  saying 
‘Mommy’  to  being  able  to  name  the 
people  in  the  photos  1  show  him.  Now 
he  can  tell  you  my  cell  phone  number 
and  where  his  grandmother  lives.  He’s 
identifying  letters  and  colors  and  ani¬ 
mals.  This  is  huge.  For  someone  who  is 
not  living  with  autism,  it  may  not  seem 
huge,  but  for  us,  it  is  amazing  what  he 
has  been  able  to  accomplish.” 

Christal  has  become  such  a  strong 
advocate  of  ABA  that  she  established  a 
community  play  group  and  pursued 
funding  to  bring  together  children  with 
autism  and  their  typical  peers.  The 
group  teaches  positive  social  skills  and 
provides  an  opportunity  for  parents  to 
support  one  another,  Christal  hopes  to 
establish  scholarships  to  assist  parents 
seeking  ABA  services. 

Cameron  continues  with  ABA  therapy, 
along  with  the  GFCF  diet,  and  supple¬ 
ments  such  as  cod  liver  oil  and  vitamin 
B12  injections,  although  Christal  says 
there  are  other  treatments  she  might  con¬ 
sider.  “We  continue  to  look  at  what’s  out 


there  and  make  decisions  about  treat¬ 
ments,”  she  says.  “We  discuss  everything 
and  make  sure  we  are  in  agreement 
before  we  start  any  type  of  treatment,” 

It  is  understandable  that  parents  are 
drawn  to  eclectic  programs  because  of  the 
possibility  that  one  of  the  treatments  will 
hold  the  key  to  success  for  their  child. 
When  they  are  making  decisions  about 
their  children’s  treatment,  however,  it  is  crit¬ 
ical  that  they  look  for  therapies  that  have 


Resources 


Suggested  links  to  information  about 
autism,  treatment,  and  resources: 

Autism  Society  of  America 

www.autism-society.org 

Centers  for  Disease  Control 
and  Prevention 

www.cdc.gov 

May  Institute 

www.mayinstitute.org 

Military  OneSource 

www.militaryonesource.com 

MyArmyLifeToo 

www.myarmylifetoo.com 

National  Alliance  for  Autism 
Research  (Has  merged  with 
Autism  Speaks) 

www.naar.org/naar.asp  or 
www.autismspeaks.org/index.php 

National  Autism  Center 

www.nationalautismcenter.org 

National  Institutes  of  Health 

www.nih.gov 

Organization  for  Autism  Research 

www.researchautism.org 

TRICARE 

www.tricare.mil 


the  most  research  support  in  order  to  use 
their  precious  time,  energy,  and  finan¬ 
cial  resources  wisely. 

It  is  also  important  to  rec¬ 
ognize  that  combining 
treatments  could  dilute  or 
compromise  the  effective¬ 
ness  of  a  particular  inter¬ 
vention— because  the  treat¬ 
ments  might  interfere  with 
one  another,  or  because  the 
time  required  for  one  interven¬ 
tion  could  impact  the  amount  of  time 
spent  on  another  intervention. 

For  a  child  with  autism,  time  is  of 
the  essence.  Decisions  made  about 
treatment  can  make  a  significant 
impact  on  that  child’s  long-term  suc¬ 
cess.  This  is  particularly  true  in  the 
areas  of  language  and  social  behavior. 
Early  diagnosis  followed  by  effective 
treatment  can  literally  mean  the  differ¬ 
ence  between  a  child:  (a)  ultimately 
mastering  language,  having  typical 
social  interactions  with  family  and 
peers,  and  fully  integrating  into  main¬ 
streamed  public  school  environments, 
or  (b)  not  learning  to  speak,  remaining 
socially  isolated,  and  needing  intensive 
educational,  behavioral,  and  rehabili¬ 
tation  services  throughout  life. 

Clearly,  we  have  not  yet  solved  the  puz¬ 
zle  of  autism.  We  must  continue  to  work 
incredibly  hard  with  each  and  every  child 
in  an  individual  manner  specific  to  that 
child’s  unique  needs,  learning  style,  and 
family  situation.  We  give  children  with 
autism  the  best  possible  chance  if  we  use 
the  procedures  that  have  the  greatest  doc¬ 
umentation  of  effectiveness.  • 


Alan  Harchik,  PhD,  BCBA,  is  May  Institute's  Chief 
Operating  Officer,  a  licensed  psychologist  and 
teacher  of  children  with  disabilities,  a  Board 
Certified  Behavior  Analyst,  and  a  member  of  the 
leadership  team  of  the  National  Autism  Center. 
Dr.  Harchik  has  extensive  expertise  in  the  areas 
of  autism  and  applied  behavior  analysis,  and  has 
been  published  in  a  variety  of  professional  jour¬ 
nals.  For  the  past  three  years.  Dr.  Harchik  has 
written  monthly,  autism-focused  columns  for 
newspapers  in  Massachusetts.  He  serves  as  an 
expert  consultant  for  the  Civil  Rights  Division  of 
the  United  States  Department  of  Justice. 

Patricia  Ladew  is  a  senior  writer  for  May  Institute's 
Office  of  Communications.  She  has  specialized  in 
healthcare  writing  for  the  past  20  years. 
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United  States  Military  Sectien 


The  world  is  not  an  easy 

place,  and  when  you  have  endured  a 
traumatic  experience  in  combat,  a  ser- 
vicemember  can  be  left  with  a  scar  on 
the  psyche.  There  is  no  way  to  escape 
the  fact  that  an  experience  of  height- 
ened  fear  and  violence  casts  a  shadow 
upon  its  recipient.  We  may  avoid  the 
memories  in  a  number  of  ways, 
through  repression,  denial,  and  forms 
of  escape.  This  does  not  negate  that  the 
experience  of  pain  and  fear  occurred. 
To  avoid  something  does  not  mean  it 
does  not  exist.  It  means  that  the  one 
who  went  through  the  traumatic  event 
is  not  willing  to  re-experience  the  mem¬ 
ory.  Unfortunately,  what  we  try  to  avoid 
only  builds  momentum,  becoming 
stronger,  wielding  demons  in  its  wake. 

These  demons  come  in  small  sizes 
at  first,  such  as  inconsistent  sleep,  irri¬ 
tability,  lack  of  concentration,  and  the 
inability  to  get  along  with  others  at 
work  or  at  home,  and  then  they  grow 
into  more  insidious  demons,  taking 
shape  in  the  form  of  self-destructive 
activities,  such  as  binge  drinking,  drug 
abuse,  and  sometimes  even  violence. 
Trying  so  hard  to  run  from  the  painful 
experiences  of  the  past,  the  person  is 
unconsciously  attracted  to  creating 
destructive  experiences  in  the  present. 

Avoiding  pain  through  self-destruc¬ 
tive  behavior  is  not  the  answer.  Many 
veterans  are  coming  back  to  the  United 


Substance  Abuse: 

A  Crisis  ef  Hepe 

By  Lorraine  Cancro,  MSW 

EP  continues  its  exploration  of  the  effects  of  combat  on  servicemembers  who 
have  returned  home  and  are  attempting  to  cope  with  traumatic  experiences 
while  reintegrating  into  the  daily  life  of  family,  community,  and  work.  This 
series  focuses  on  traumatic  brain  injury,  post-traumatic  stress  disorder,  and 
related  health  issues.  This  month’s  article  explores  the  issue  of  substance 
abuse,  some  of  its  effects,  and  some  options  and  thoughts  for  recovery. 


States  addicted  to  painkillers  as  well  as 
illicit  drugs.  They  experience  a  lot  of 
shame  after  they  have  taken  them.  For 
example,  one  veteran  shared  with  me 
that  he  did  things  he  was  not  proud  of 
while  on  them,  and  another  shared 
that  he  disappointed  a  family  member 
by  driving  drunk  and  by  acting  irra¬ 
tionally.  There  was  a  theme  of  heavy, 
even  if  irrational,  guilt  that  remained 
consistent  among  all  of  the  veterans  in 
their  anecdotes  about  taking  drugs  or 
drinking  excessively.  To  get  past  the 
guilt,  the  servicemember  needs  to  see 
what  drove  him  or  her  to  making  these 
potentially  lethal  choices  in  the  first 
place.  If  one  can  get  past  the  shame  to 
look  at  how  one  was  feeling  shortly 
before  taking  drugs  or  drinking  exces¬ 
sively,  one  may  find  that  the  feelings 
are  the  same.  Some  shared  with  me 
their  feelings  of  hopelessness,  general 
malaise,  despair,  and  anger,  which  led 
to  their  desire  to  escape  by  numbing 
themselves  or  desiring  to  achieve  that 
brief  feeling  of  euphoria  and  elation 
that  might  come  from  a  stimulant. 
They  expressed  that  they  were  looking 
to  ease  the  dull  ache,  the  insidious 
pain,  with  which  they  were  wrestling, 
in  most  cases  unconsciously. 

Some  veterans  shared  that  they  feel 
as  if  they  are  bad  in  some  way,  and  that 
is  why  they  are  taking  drugs  and  alco¬ 
hol,  They  seem  resigned  to  the  notion 


that  they  are  not  worthy  of  feeling  good 
about  themselves.  Face  it,  waking  up 
after  a  night  of  bingeing  and/or  drug  use 
is  not  a  good  feeling.  One  is  not  going  to 
wake  up  singing,  “Oh,  what  a  beautiful 
morning!”  Many  have  said  to  me  that  to 
attempt  to  allay  the  urge  for  drugs,  they 
imagine  what  they  will  feel  like  about 
12  hours  from  the  beginning  of  taking 
them,  in  hopes  of  being  deterred. 
Generally,  they  will  succumb  to  the 
urge,  because  the  pull  for  that  feeling  of 
relief  is  stronger  than  the  deterrent  of  a 
hangover  the  next  day.  It’s  those  12 
hours  that  the  servicemember  is  after,  a 
way  to  relieve  the  pain.  What  do  1  mean 
by  relief?  Feeling  better.  A  way  to  escape 
feeling  depressed,  anxious,  or  half  alive, 
as  one  military  member  described.  The 
problem  is  that  this  relief  is  so  very  tem¬ 
porary  and,  even  worse,  can  prove  fatal. 
Where  can  a  servicemember  find  a 
form  of  healthy  relief?  Therapy  is  a 
good  start.  Unfortunately,  some  express 
their  fear  of  opening  up  with  anyone, 
afraid  that  their  history  would  not 
remain  confidential.  There  is  a  feeling 
of  loss  of  safety  after  having  been 
through  some  very  scary,  life-and-death 
events.  Feeling  trust  in  anyone  or  any¬ 
thing  in  a  world  that  no  longer  feels  safe 
is  a  very  difficult  hurdle  to  overcome. 
There  is  a  loss  of  faith  not  only  in  them¬ 
selves  but  in  the  world  at  large. 

If  you  can  relate  to  this,  do  not  give 
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Learn  From  My  Mistakes 

A  Narrative  from  an  Anonymous  Marine 


Editor's  Note:  This  narrative  was  written  by  the  same  concerned  U.S. 
Marine  Corps  Noncommissioned  Officer  (NCO)  veteran  who 
contributed  to  the  first  installment  in  the  series  about  traumatic 
brain  injury,  post-traumatic  stress  disorder,  and  related  health  issues, 
which  appeared  in  the  May  issue  of  EP.  The  piece  describes  the 
experiences  of  this  Marine  veteran  attempting  to  cope  with 
traumatic  experiences  undergone  during  his  time  in  combat,  his 
subsequent  struggle  with  substance  abuse,  and  his  road  to  recovery. 

The  first  time  I  ever  used  a  substance,  it  was  a  lOmg  Valium®.  I 
was  at  my  old  job.  My  boss  was  a  Vietnam  veteran,  and  he  had  a 
prescription.  I  was  extremely  stressed  out  one  day,  and  my  boss 
said,  "Try  one  of  these."  He  gave  me  the  Valium,  and  I  felt  like  a 
million  dollars.  After  I  experienced  that,  I  went  to  my  doctor  and 
told  him,  "I've  been  feeling  great  stress,  and  is  there  any  way  you 
can  help  me  relieve  it?"  She  wrote  me  a  prescription  for  lOmg  of 
Valium,  and  I  didn't  take  it  every  day.  I  would  take  it  once  a  month 
and  increased  the  dosage  anywhere  from  20mg  to  30mg  and  finally 
got  up  to  lOOmg  in  one  sitting,  but  once  a  month.  When  I  was  on 
Valium,  I  would  lie  on  my  couch  and  listen  to  music  by  Pink  Floyd.  I 
would  try  to  do  this  before  my  wife  came  home  from  work  so  that 
she  wouldn't  see  that  I  was  altered.  But  still,  I  wasn't  using  it  every 
day.  Then  I  would  go  back  to  the  doctor  and  get  another 


prescription.  I  went  infrequently  so  that  I  would  not  be  red  flagged. 
This  went  on  for  six  months.  I  switched  doctors,  and  he  was  even 
more  willing  to  write  me  prescriptions.  He  prescribed  lOmg  of 
Valium.  This  went  on  for  a  few  years.  Two  years  ago,  I  started 
getting  sick  a  lot  and  had  a  few  physical  problems  that  required 
painkillers.  First,  I  was  prescribed  Percocet®,  then  OxyContin®,  and 
finally  Vicodin®.  Then  I  started  mixing  drugs.  I  wouldn't  be  taking 
the  prescribed  amounts.  I  would  be  taking  much  more. 

At  that  point,  my  wife  started  to  notice  that  I  was  out  of  it.  She 
warned  me  that  I  shouldn't  be  taking  too  many  medications.  As  my 
health  worsened,  I  finally  got  to  a  point  where  I  was  out  of  it  for  a 
month.  My  wife  left  me  at  this  time,  since  I  had  become 
uncontrollable.  At  that  point,  I  went  to  rehabilitation,  stopped  taking 
these  drugs,  and  went  to  a  new  psychiatrist  who  prescribed 
antidepressants  and  antianxiety  medications.  I  was  prescribed  a  large 
dosage  of  Ativan®,  and  I  went  through  a  month's  supply  in  a  week.  I 
was  drinking  and  taking  antianxiety  medications.  I  was  on  a  real 
binge.  While  I  was  abusing  drugs,  myjudgment  was  very  impaired. 

Finally,  I  ran  out  of  my  antianxiety  medication  and  my  psychiatrist 
would  not  refill  my  prescriptions  due  to  his  understanding  that  I  was 
abusing  them.  For  three  weeks,  I  was  living  in  hell,  going  through 
withdrawal.  I  was  circling  around  my  dining  room  table  in  a  panic, 
feeling  like  I  was  going  to  die.  It  was  through  prayer  that  I  made  it 


up  on  finding  a  practitioner  or  friend 
that  you  can  trust  to  share  your  expe- 
riences  with,  since  this  is  not  a  prob- 
lem  that  is  conquerable  alone.  The 
desire  for  relief  from  the  pain  born 
out  of  traumatic  experiences  is  a  very 
strong  one.  One  veteran  said  that  he 
grapples  with  the  desire  to  turn  to 
drugs  or  alcohol.  What  occurred  to 
me  as  he  said  this  is  that  one  needs  to 
get  in  touch  with  what  is  driving  the 
actions  toward  this  destructive 
behavior.  Before  healing  can  occur, 
he  or  she  will  have  to  take  a  long, 
hard  look  at  the  traumatic  event  and 
its  aftermath. 

Fear  is  a  mighty  foe.  There  is  fear  of 
facing  the  past,  fear  of  remembering 
the  acts  from  combat,  and  fear  of  fac- 
ing  a  personal  sense  of  guilt  for  these 
acts.  Self-medication  is  a  way  of  escap¬ 
ing  from  fear  and  shame.  The  problem 
is  that  this  form  of  escape  not  only  cre¬ 
ates  more  shame,  but  can  put  a  per¬ 


son’s  life  in  jeopardy.  In  speaking  with 
veterans,  1  found  that  several  of  them 
were  not  moved  by  the  idea  of  losing 
their  lives  while  taking  drugs.  They  had 
seen  close  friends,  comrades,  the 
enemy,  and  innocent  civilians  die,  and 
they  were  numb  to  the  desire  to  live  as 
a  result.  They  seemed  to  be  living  in 
and  out  of  their  bodies.  In  therapeutic 
terms,  they  were  dissociating. 

Dissociation  is  a  very  self-protective 
act,  a  form  of  defense,  to  dissociate 
oneself  from  feelings  that  were  gener¬ 
ated  by  a  traumatic  event.  Unfor¬ 
tunately,  war  is  a  source  of  traumatic 
events.  Dissociating  is  a  way  for  one’s 
psyche  to  protect  itself  from  experi¬ 
encing  feelings  of  sorrow  and  pain. 
The  double-edged  quality  of  this 
defense  is  that  it  leaves  a  person 
unable  to  experience  real  joy  as  well. 

In  an  attempt  to  survive,  the  ability  to 
thrive  has  been  thwarted.  One  becomes 
like  a  vessel  floating  emptily,  aimlessly. 


uncertain  of  the  past  and  very  discon¬ 
nected  from  the  future.  The  present  is 
what  one  is  attempting  to  endure.  And 
the  quest  for  the  high,  the  quest  for 
numbness,  is  a  way  to  avoid  feeling 
pain,  an  attempt  to  experience  a  syn¬ 
thetic  form  of  joy  or  elation.  It  is  not  the 
kind  of  joy  one  feels  when  he  or  she 
sees  a  loved  one  accomplish  a  mile¬ 
stone  in  their  lives  (e.g.,  seeing  a  son  or 
daughter  graduate  from  college,  or  an 
elder  parent  reach  age  80,  or  the  feeling 
of  joy  one  feels  when  he  or  she  falls  in 
love).  It  is  a  very  temporary  feeling  of 
elation.  As  I’ve  heard  it  described,  “I  felt 
amazing,  although  it  was  short-lived,” 

Where  is  the  future  in  that  short¬ 
lived  feeling?  There  is  none.  It  is  hollow. 
So  how  does  one  shed  the  pain,  be  alive 
again  in  a  real  way?  How  does  one 
learn  how  to  create  and  experience  real 
joy?  How  can  one  avoid  being  para¬ 
lyzed  by  the  pain  of  the  past? 

No  matter  how  low  you  think  you 
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through  the  experience.  Humans  have  free  will.  I  asked  God  for  the 
strength  to  turn  away  from  drugs,  but  I  had  to  be  willing  to  do  the 
work.  I  prayed  for  help  and  wisdom.  I  had  hit  rock  bottom,  and  it 
was  a  real  eye  opener.  I  went  to  my  psychiatrist,  and  I  confessed  that 
I  couldn't  be  trusted  with  large  amounts  of  drugs.  I  asked  for  a  lower 
dose  of  a  medication  that  instead  of  providing  instant  relief  would 
provide  long-term  relief.  This  was  Klonopin®.  I  could  not  abuse 
drugs  anymore.  I  have  to  take  medications  as  they  are  prescribed.  I 
bought  seven-day  pill  holders,  designating  morning,  afternoon, 
evening,  etc.  It  structured  the  taking  of  the  medication  for  me. 

I've  been  a  balanced  individual  ever  since.  I  now  am  thinking 
clearly.  I'm  happy  Instead  of  being  totally  emotionless;  I  now  feel 
joy.  I  started  going  out  and  doing  things  that  I've  always  wanted  to 
do,  like  taking  singing  lessons.  And  I  feel  more  productive  at  work. 
Also,  I  don't  lose  my  temper  the  way  that  I  used  to.  This  new 
regimen,  in  tandem  with  therapy,  has  really  helped  me  change  my 
life  for  the  better.  I  can  have  a  conversation  that  gets  to  a  point  of 
disagreement  and  can  now  express  myself  calmly  instead  of 
becoming  angry.  This  was  not  easy  for  me  before.  I  also  stopped 
drinking,  since  I  understood  that  drinking  was  a  catalyst  to  craving 
the  other  substances.  They  go  hand  in  hand.  I  am  clean  and  sober, 
although  taking  medication  as  prescribed  by  my  psychiatrist. 

What  I  would  strongly  recommend  Is  instead  of  taking  pills  out  of 
the  bottle,  get  one  of  those  weekly  pill  containers,  since  when  I  was 
abusing  them  I  would  take  a  few  out  of  the  bottle,  not  realizing  how 
quickly  I  was  consuming  them.  Now,  I  have  stopped  abusing  drugs  and 
feel  great.  I've  improved  communication  with  my  family  and  friends. 


Again,  taking  medication  as  prescribed,  I  am  feeling  stable  and  at 
peace.  If  conflicts  arise,  I  can  handle  them  In  a  spirit  of  equanimity  as 
opposed  to  angry  confrontation.  The  only  time  that  I  do  express  my 
rage  is  in  therapy,  which  is  a  safe  holding  environment  and  is  within 
reason.  In  other  words,  I  don't  get  up  and  punch  my  therapist! ! 

Therapy  and  psychopharmacologic  agents  have  made  a  huge 
difference  in  my  recovery.  And,  again,  I  really  recommend  that 
weekly  medicine  container,  since  it  has  made  a  huge  difference 
for  me,  since  it  kept  me  on  the  straight  and  narrow  in  taking  my 
prescriptions  in  a  correct  fashion.  What  I  went  through,  I  don't 
want  anyone  else  to  go  through.  Get  help  before  you  lose  your 
family,  job,  and  all  that  is  important  to  you.  We  are  military  men 
and  women,  and  we  know  what  self-discipline  is.  We  should 
remember  our  training  and  practice  that  self-discipline  that  was 
instilled  in  us  to  get  us  out  of  this  mire.  I  would  also  recommend 
speaking  to  a  professional  about  your  problems  and  what  you've 
been  through.  When  I  did  so,  it  opened  the  pressure  cooker  and 
all  that  rage  which  had  built  up  inside  of  me  started  to  release  in 
a  positive  way  as  opposed  to  a  destructive  one.  When  you  are 
doing  drugs  or  drinking  to  excess,  you  are  only  masking  the  pain 
and  anger  that  you  are  feeling.  You  are  hurting  yourself.  It  is 
simple:  If  you  were  feeling  good  and  happy,  you  would  not  be 
taking  drugs  or  drinking  excessively  since  you  wouldn't  feel  the 
need.  As  a  Marine  veteran  NCO  (Noncommissioned  Officer)  who 
cares  about  his  brothers  at  arms,  learn  from  my  experience.  I  am 
not  fully  recovered  from  all  that  I've  been  through,  but  this 
problem  will  not  defeat  me.  • 


have  sunk  into  an  abyss,  there  is  hope. 
At  the  root  of  all  of  this  pain  is  a  crisis 
of  faith.  1  do  not  mean  faith  born  only 
of  religion,  but  faith  whose  root  lives 
in  a  person’s  innermost,  private 
being— the  faith  that  produces  the 
momentum  to  believe  that  life  can  be 
meaningful  again.  To  do  this,  one 
must  investigate  the  pain  born  out  of 
past  traumatic  experiences  that  led  to 
this  place.  One  must  face  it,  look  it  in 
the  eyes,  and  make  peace  with  it,  and 
more  often  than  not,  a  person  needs 
to  seek  self-forgiveness. 

Mankind  carries  his  own  jury  and 
executioner  within,  which  when  fully 
engaged  is  waiting  to  criticize  its 
owner.  The  louder  this  voice  is  within, 
the  harder  one  binges,  the  more  one 
desires  to  escape  or  numb  feelings 
and  emotions,  creating  a  vicious  cycle 
in  which  one  feels  less  and  less  alive. 

Finding  hope  in  the  midst  of  so  many 
contradictory  feelings  is  not  easy. 


Ideally,  part  of  this  path  needs  to  be  tra¬ 
versed  with  a  trusted  professional  who 
can  help  a  patient  wade  through  the 
traumatic  experiences  that  led  to 
destructive  behavior.  This  requires  a 
person  to  let  down  his  or  her  guard 
enough  to  let  someone  in.  A  practition¬ 
er  or  friend  has  to  care  enough  to  avoid 
judgment  while  they  help  the  person 
cultivate  the  best  of  themselves,  heal 
the  hurt  and  anger,  and  plant  the  fragile 
seeds  of  self-esteem.  As  healing  occurs, 
the  seeds  of  success,  instead  of  failure, 
are  nurtured  and  lead  to  seeing  the 
world  in  a  very  different  way. 

But  often,  one  needs  support  to 
redefine  personal  faith  in  life.  Man  is 
not  an  island.  Much  of  our  pain  and 
sorrow  in  life  is  sown  with  others— 
and  healing  will  not  occur  without  a 
band  of  brothers  holding  our  hand 
along  the  way. 

Recovery  from  substance  abuse 
related  to  post-traumatic  stress  disor¬ 


der  can  be  gained  through  programs 
like  Alcoholics  Anonymous  (AA)  and 
Narcotics  Anonymous  (NA),  where  peo¬ 
ple  find  the  safety  to  share  their  feel¬ 
ings  and  experiences  with  others.  AA 
and  NA  along  with  individual  therapy 
and  medication  prescribed  by  a  profes¬ 
sional  are  among  the  best  forms  of 
treatment  for  addictions.  • 
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■  ■  JUST  FOR  TEENS  ■  ■ 


UNITED  STATES  MILITARY  SECTION 


Coming  Home  Differem 

When  Your  Parent  Returns  Home  Changed  from  Combat 


By  Jodi  O’Donnell'Ames 

Editor’s  note  to  parents:  This  article  was 

WRITTEN  FOR  TEENS  OF  A  PARENT  OR  PARENTS 
WHO  HAVE  RETURNED  HOME  FROM  U.S.  MILI¬ 
TARY  DEPLOYMENT  WITH  SERVICE-ACQUIRED 
COGNITIVE  OR  PHYSICAL  DISABILITIES.  WE  REC¬ 
OMMEND  SHARING  THIS  ARTICLE  WITH  THESE 
CHILDREN  AND  ALLOWING  THEM  TO  READ 
ABOUT  SOME  HELPFUL  SUGGESTIONS  ON  HOW 
TO  COPE  WITH  THIS  DIFFICULT  ADJUSTMENT  TO 
THEIR  LIVES. 

When  I  was  a  child  and  teenag¬ 
er,  my  mother  and  I  made  dates  of 
watching  movies  together.  She  loved 
the  black  and  white  classics.  I  grew  to 
appreciate  them  after  much  insis¬ 
tence.  One  of  those  “tears  and  tissue” 
movies  that  we  watched  was  Coming 
Home.  The  movie  followed  the  coming 
home  of  a  paralyzed  Vietnam  War  vet¬ 
eran  and  the  woman  who  lovingly 
cares  for  him, 

1  thought  immediately  of  Coming 
Home  when  I  began  this  article.  Today, 
many  servicemembers  are  coming 
home  from  Iraq  and  Afghanistan.  Like 
the  actors  in  the  movie,  these  veterans 
face  many  challenges  even  once  they’re 
safely  home.  There  is  the  possibility  of 
post-traumatic  stress  disorder,  depres¬ 
sion,  chronic  pain,  and  disability. 

Many  of  these  veterans  are  parents, 
and  if  you’re  a  child  of  a  parent  return¬ 
ing  from  deployment,  you  are  most  like¬ 
ly  faced  with  challenges,  too.  According 
to  the  latest  statistics,  43  percent  of 
American  servicemembers  are  parents 
and  about  30,209  servicemembers  have 
been  seriously  wounded  in  Iraq. 

So,  what  does  this  mean?  It  means 
that  while  you’re  very  excited  that  your 
parent  is  home  again,  things  may  not  be 


the  same.  Your  parent  may  laugh  less, 
cry  more,  and  feel  anxious  or  angry.  You 
have  patiently  waited  for  your  mother 
or  father  to  return  and  now  that  you’ve 
been  reunited,  you’re  anxious  to 
reestablish  bonds.  So  why  can’t  it  just  be 
like  it  used  to  be  already? 

“Coming  Home  Different”  is  the  first 
of  two  articles  written  to  help  guide 
you  through  this  challenging  process 
of  adjustment.  Both  articles  are  written 
specifically  with  you  in  mind!  It  can’t 
hurt  to  read  and  try  some  of  these  sug¬ 
gestions,  There  really  is  nothing  to  lose. 

When  you  are  a  member  of  the 
Armed  Services,  serving  your  country 
means  fighting  for  something  in  which 
you  believe,  feeling  patriotic,  heroic,  and 
brave.  But  it  can  also  mean  seeing  and 
experiencing  the  frightening  and  unset¬ 
tling  times  of  combat.  In  a  book  titled. 
Courage  After  Fire:  Coping  Strategies  for 
Troops  Returning  from  Iraq  and 
Afghanistan  and  Their  Families,  by  Keith 
Armstrong,  Suzanne  Best,  and  Paula 
Domenici,  there  is  a  list  of  possible  neg¬ 
ative  results  from  such  experiences. 
Anxiety,  post-traumatic  stress  disorder, 
anger,  and  fear  are  just  some  examples. 

According  to  school  psychologist 
Robert  Jann,  PhD,  who  works  with 
teens,  “Family  members  and  loved 
ones  can’t  take  away  a  disability,  but 
they  can  take  away  the  effect  of  the 
disability  on  the  family.  Things  may 
not  be  the  same  as  before  deployment, 
but  a  family  can  adjust  to  new  rou¬ 
tines.”  He  also  assures  families  of 
returning  servicemembers  that  “being 
different  doesn’t  have  to  be  destruc¬ 
tive.  Families  can  feel  whole  again,  but 
it  takes  time  and  patience,” 


Your  Him  to  Nurture 

Did  you  know  that  YOU  can  have  a  great 
impact  on  aiding  your  family  in  the 
process  of  feeling  whole  again?  Well,  you 
can!  You  have  the  power  to  assist  in  this 
process  by  being  attentive  and  helpful. 

In  2001,  when  my  husband  died  of 
ALS  (amyotrophic  lateral  sclerosis)  at 
only  35  years  of  age,  I  was  very 
depressed.  I  slept  a  lot  and  ate  little.  My 
daughter,  Alina,  was  only  nine  years 
old.  She  didn’t  realize  how  helpful  she 
was  to  me.  One  day,  when  I  was  crying, 
she  brought  me  a  scrunched  up  ball  of 
toilet  paper  (I  had  gone  through  all  the 
tissues!)  and  put  her  hand  on  my  shoul¬ 
der.  Her  nurturing  touch  and  thought¬ 
fulness  meant  so  much  to  me. 

Do  you  remember  when  you 
learned  to  ride  a  bike?  Can  you  recall 
seeing  your  Mom  or  Dad  running 
beside  you,  trying  to  keep  up  with  you 
until  you  gained  the  courage  to  ride 
independently?  Hours  later,  you  were 
both  exhausted  and  proud.  You  may 
not  have  understood  then,  but  your 
parent  had  to  be  very  patient  that  day! 
It  wasn’t  easy  to  hold  you  up  on  your 
bike  while  running  by  your  side. 

There  are  many  times  that  your  par¬ 
ent  practiced  patience.  Like  when  you 
were  first  born,  and  you  never  slept!  A 
sleepy  someone  sat  up  patiently  with 
you  all  night.  And  what  about  that  time 
when  you  wrote  your  name  (in  perma¬ 
nent  marker)  on  the  kitchen  wall? 

Now  you  get  the  chance  to  nurture  your 
parent.  You  can  begin  by  realizing  that  a 
disability  may  be  something  clearly  visible 
(like  a  scar  or  amputation),  but  it  can  also 
be  something  invisible  or  tough  to  recog¬ 
nize,  like  post-traumatic  stress  disorder  or 
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depression.  The  fact  is  that  your  parent 
probably  has  returned  different  than  they 
were  before  deployment,  maybe  even  as  a 
person  with  a  mental  or  physical  disability. 

One  common  outcome  of  deployment 
is  post'traumatic  stress  disorder,  or  PTSD. 
What  is  PTSD,  and  how  does  it  affect 
someone?  Post-traumatic  stress  disorder 
is  a  psychological  reaction  occurring 
after  experiencing  a  highly  stressful 
event  (like  wartime  combat,  physical  vio¬ 
lence,  or  a  natural  disaster)  that  is  usually 
characterized  by  depression,  anxiety, 
flashbacks,  recurrent  nightmares,  and 
avoidance  of  reminders  of  the  event. 

Signs  of  PTSD  include  quick  mood 
changes  and  feelings  of  anger,  anxiety, 
and  depression,  A  person  with  PTSD  can 
feel  detached  from  his  or  her  family  or 
friends  as  well  as  disinterested  in  social 
situations.  As  you  can  tell,  these  symp¬ 
toms  can  make  reintegration  to  civilian 
life  difficult  for  everyone  involved.  Dr. 
Jann  reminds  us  that  PTSD  can  last  for  a 
while  and  does  not  immediately  go  away 
when  a  servicemember  returns  home. 

Another  possible  result  of  combat  is 
physical  Injury.  Physical  injuries  can 
include  wounds,  scars,  burns,  and  limb 
amputations.  Learning  to  accept  and 
adjust  to  a  physical  disability  requires 
an  immense  amount  of  strength  and 
courage  for  the  returning  parent.  Some 
injuries  require  relearning  life  skills 
such  as  dressing  or  walking.  If  you’ve 
ever  broken  an  arm  or  leg  and  needed 
a  cast,  you  know  how  awkward  a  sim¬ 
ple  task  becomes  under  such  circum¬ 
stances.  Even  showering  becomes 
complicated. 

But,  remember,  you  have  the  power 
to  make  the  adjustment  easier  (that’s 
not  always  a  piece  of  cake).  For  now, 
your  job  (to  the  best  of  your  ability)  is 
to  practice  patience,  listening,  and 
acceptance. 

Practice  Patience 

You’ve  heard  the  saying,  “Patience  is  a 
virtue,”  Well,  It’s  very  true!  When  your 
parent  first  returns  from  deployment,  he 
or  she  is  facing  enormous  change,  and 


the  best  place  to  experience  that  change 
is  with  you.  “The  safest  place  for  a 
returning  Soldier  is  at  home  with  his 
family,”  explains  Dr.  Jann.  Know  that  just 
by  being  home  with  you  and  your  fami¬ 
ly  is  a  great  start  in  the  healing  process. 
Practicing  patience  means  that  you  and 
your  needs  may  not  always  come  first 
and  that  your  parent  may  need  help 
more  frequently.  While  your  parent  was 
deployed,  you  may  have  picked  up  addi¬ 
tional  responsibilities  like  taking  out  the 
trash,  putting  a  younger  sister  or  brother 
to  bed,  or  helping  your  parent  with 
household  chores.  Although  it  may  have 
seemed  like  a  burden  initially.  It  wasn’t 
so  bad  to  be  helpful.  As  a  matter  of  fact, 
it  probably  felt  really  good  to  contribute! 

As  Dr,  Jann  mentioned,  adjusting  to  a 
disability  takes  time  and  patience.  Not 
just  for  the  patient,  but  for  the  entire 
family.  During  this  adjustment  period, 
you  must  practice  patience  and  should 
not  take  your  parent’s  mood  personally. 
Many  things  may  take  longer  for  him  or 
her  to  accomplish.  Your  patience,  how¬ 
ever,  should  not  be  shorter! 

Practice  Listening 

You  may  have  questions,  lots  of  ques¬ 
tions,  If  and  when  your  parent  wants 
to  talk,  be  a  good  listener.  If  the  con¬ 
versation  is  going  well  and  you  have 
questions,  don’t  be  afraid  to  ask  them. 
Know  that  it  may  take  some  time 
before  your  parent  wants  to  recall  any¬ 
thing  about  their  tour  of  duty. 

As  a  teen,  listening  can  be  selective. 
Especially  during  this  healing  time,  listen 
to  your  parents.  Sometimes  what  they  say 
they  need  may  be  obvious;  sometimes 
you  can  read  between  the  lines  and  know 
just  to  listen  and  be  there  for  them. 

Practice  Acceptance 

If  your  parent  has  returned  with  a 
physical  disability,  what  should  you 
expect?  Learning  to  live  with  a  disabil¬ 
ity  takes  getting  used  to.  It  may  mean 
(depending  on  the  severity  of  the 
injury)  having  to  relearn  life  skills. 
Take,  for  example,  the  servicemember 


who  returns  with  an  amputation  and 
needs  a  prosthesis. 

As  a  teen,  maybe  there  have  been 
times  when  you  haven’t  always  accepted 
your  parents  for  who  they  are.  For  some 
teens,  sometimes  just  their  parents’  style 
of  dress  can  be  embarrassing!  It  can  be 
typical  for  you  to  feel  this  way.  What  is 
not  helpful  though  is  to  be  embarrassed 
by  your  parent’s  disability.  Remember 
that  not-so-attractive  first-grade  picture 
of  you  with  bad  hair  and  no  front  teeth? 
Maybe  not  your  best  picture,  but  it  never 
stopped  your  parents  from  showing  it  off 
proudly.  Your  parents  love  you  uncondi¬ 
tionally,  so  no  matter  what,  you  have 
their  love  and  acceptance. 

Your  parent  was  proudly  fighting  for 
his  or  her  country  and  in  that  process 
became  a  person  with  a  disability. 
There  is  nothing  embarrassing  or 
shameful  about  that.  Sooner  or  later,  we 
all  need  help  in  some  shape  or  form, 
whether  it’s  physical  or  emotional. 
Hopefully,  unconditional  love  and 
acceptance  are  available  when  that  time 
comes.  These  are  the  best  gifts  that  you 
can  offer  your  parent  during  this  time. 

Now  that  you  are  a  teenager,  you 
have  more  opportunities  but  also  more 
responsibilities.  Learning  to  practice 
patience,  listening,  and  acceptance 
now  will  only  benefit  you  as  an  adult. 
You  will  have  so  much  more  to  offer 
your  friends,  coworkers,  and,  maybe 
one  day,  your  own  family. 

Look  for  my  next  article  in  the 
November  issue  of  EP.  It  will  focus  on 
getting  you  the  help  YOU  need  to  cope 
as  well  as  ideas  for  you  and  your  par¬ 
ent  to  bond  again.  And  remember  that 
Hope  Loves  Company!  • 


Jodi  O'Donnell-Ames  is  the  founder  of  the 
organization,  Hope  Loves  Company  (HLC).  HLC 
seeks  to  provide  daily  living  support  to  children 
and  young  adults  confronting  traumatic  events, 
such  as  death  or  illness  of  a  loved  one  as  well  as 
more  common  conditions,  such  as  stress  or  peer 
pressure.  Depression,  post-traumatic  stress  dis¬ 
order,  diabetes,  disabilities,  and  special  health¬ 
care  needs  are  additional  examples  of  issues 
with  which  HLC  endeavors  to  help  children  cope. 
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The  Military  Ghild  Education  Goalidon™'s 

Resources  and  Publicadons 

By  Laura  Campbell 


I  grew  up  in  a  small  town 

on  the  East  Coast.  The  kids  I  met  in 
second  grade  were  the  ones  I  stood 
next  to  at  my  high  school  graduation. 
The  middle  school  secretary  went  to 
our  church.  I  visited  my  senior 
English  teacher  in  her  home. 
Everyone  seemed  to  know  everyone— 
it’s  the  curse  and  blessing  of  small 
towns— and  every  family  seemed  to 
move  naturally  forward,  unseen 
records  flowing  to  the  next  school,  all 
our  achievements  noted  as  they 
should  be  in  our  little  charts.  If  ever 
there  was  a  mix-up,  surely  it  was  set¬ 
tled  by  a  quick  check  back  in  the  fil¬ 
ing  cabinet  or  a  call  one  street  over  to 
the  previous  school  counselor,  who 
had  worked  there  for  a  hundred 
years,  at  least,  and  knew  every 
student  by  name  and  lineage. 

My  husband,  who  grew  up  in 
a  military  home  and  is  a  sol¬ 
dier  himself,  experienced  a 
very  different  school  career, 
one  my  six-year-old  is  facing 
now:  the  mobile  experience. 

There  are  transitions  issues, 
records  being  lost,  districts’ 
rules  changing,  counselors  leav¬ 
ing,  tryouts  being  over,  and  differ¬ 
ent  shot  requirements  in  all  50 
states— all  the  “what  ifs?”  that  turn  into 
“what  nows?”  as  you  navigate  through 
the  school  system.  Oh,  ahem,  various 
school  systems.  For  a  small-town  gal 
like  me,  it  can  be  overwhelming,  but 
when  you  know  where  to  ask  for  help, 
it’s  also  far  from  impossible. 

Recognizing  the  bevy  of  unmet 
needs  of  military  families,  the  Military 


Child  Education  Coalition™  was  creat¬ 
ed  in  1998.  This  501(c)(3)  nonprofit 
worldwide  organization  focuses  on 
military-connected  and  other  highly 
mobile  children  and  the  unique  chal¬ 
lenges  that  stem  from  such  a  lifestyle. 
The  MCEC’s  goal  is  to  ensure  quality 
educational  opportunities,  while 
including  communities:  military  instal¬ 
lations,  their  supporting  schools,  con¬ 
cerned  organizations,  and  caring  indi¬ 
viduals. 

Early  on,  the  Military  Child 
Education  Coalition  incorporated  tech¬ 
nology  into  its  solutions,  which  is  why 


you  can  find  so  much  on  its  Web  site  at 
http://www,MilitaryChild,org,  The  fol¬ 
lowing  is  a  list  of  MCEC’s  resources, 
including  publications  and  downloads 
and  where  to  find  them.  Although  the 
Military  Child  Education  Coalition  has 


workshops  and  initiatives  not  included 
here,  these  are  the  materials  and  infor¬ 
mation  sources  designed  to  help  with 
transitions  and  other  school-related 
challenges, 

linp://www.SclioolQuest.org 

Official  description:  SchoolQuest™ 
provides  families  who  are  planning  a 
school  move  for  their  child  with  free, 
up-to-date  critical  information  about  the 
receiving  school  and  the  implications 
for  their  child’s  academic  progress. 

In  other  words:  SchoolQuest  was 
created  with  military  children  in  mind! 
The  searches  highlight  those  school 
districts  closest  to  active-duty  military 
installations.  It  personalizes  your 
search  by  allowing  you  to  create  a 
profile  for  your  child.  It  even  has 
an  online  library  and  transition¬ 
ing  tips  for  every  age. 

Insider  tip:  For  students 
with  special  needs,  in  addition 
to  the  above  information, 
each  district’s  special  needs 
coordinator’s  contact  informa¬ 
tion  is  listed,  along  with  a 
checklist  for  parents  that  identi¬ 
fies  items,  records,  and  contacts 
that  should  be  gathered  for  a 
smoother  transition  in  both  the  old 
and  the  new  locations. 

Education  Resource  Center 

Official  description:  This  resource, 
available  on  the  MCEC’s  Web  site,  pro¬ 
vides  parents  with  an  opportunity  to 
obtain  critical  academic  information 
and  Web  site  links  for  all  states  as  well 
as  the  District  of  Columbia  and  the 
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Department  of  Defense  Education 
Activity  (DoDEA). 

In  other  words:  You  can  use  this 
site’s  map  to  search  by  state  and  find 
information  about  school  records, 
counselors,  assessments,  and  school 
calendars— all  properly  ordered  and 
easy  to  review. 

Insider  tip:  Search  quickly  and 
confidently!  Unlike  other  sites,  the 
MCEC’s  Education  Resource  Center  is 
constantly  investigated  and  updated. 

Aunt  Peggie 

Official  description:  Aunt  Peggie, 
one  of  the  MCEC’s  valuable 
researchers,  has  made  it  a  point  to 
learn  about  all  things  military  and  edu¬ 
cational.  An  “Ask  Aunt  Peggie”  connec¬ 
tion  can  be  found  on  the  MCEC  Web 
site  as  well  as  within  SchoolQuest. 

In  other  words:  Aunt  Peggie  is  a 
great  resource,  and  she  can  answer 
your  questions  concerning  school 
moves  and  transitions.  She  also  has  an 
“FAQ”  (Frequently  Asked  Questions) 
page  that  is  very  helpful. 

Insider  tip:  Aunt  Peggie  is  a  real 
person,  Peggie  Watson,  She  has  been  a 
teacher  and  administrator,  and  she  is 
currently  a  mother,  grandmother,  and 
a  kind,  knowledgeable  person  who  not 
only  wants  your  questions,  but  also 
will  work  hard  to  find  the  answers. 
Really!  So  go  ahead  and  e-mail  her! 

MCEC  Store 

Official  description:  The  MCEC’s 
store  has  a  variety  of  resources  avail¬ 
able  for  purchase. 

In  other  words:  When  1  moved 
my  son  to  Texas  last  year,  we  were  all 
set  for  kindergarten— or  so  we 
thought.  Turns  out,  he  was  missing  a 
shot  that  was  not  required  in  the 
state  from  which  we  transferred.  It 
was  one  of  those  times  that  1 
thought,  “1  wish  someone  would 
write  a  book  about...!”  The  MCEC  has 
written  those  books.  They  have  taken 
those  frustrations  and  made  them 


answers  for  others.  (See  the  abbrevi¬ 
ated  list  below.) 

Getting  Your  Ducklings  in  a  Row™: 
A  Guide  to  Eligibility  and  Vaccination 
Requirements  for  Kindergarten  and 
First  Grade  Entry 

This  is  a  book  that  is  organized  by  state 
and  is  helpful  and  easy  to  use. 

Preparing  for  the  Journey™— 

Birth  Through  Grade  2 
This  is  a  great  book,  filled  with  practi¬ 
cal,  inexpensive  ideas  that  families  can 
use  to  help  spark  an  interest  in  learn¬ 
ing.  It  is  sectioned  into  age  groups  for 
easy  reading.  It’s  an  educational  hand¬ 
book  every  parent  should  own! 

The  Military  Parents’  Guide 
to  No  Child  Left  Behind™ 

This  booklet  looks  at  the  No  Child  Left 
Behind  (NCLB)  Act  from  the  perspective 
of  the  military  child,  alerting  parents  to 
potential  problems  they  may  encounter. 

Growing,  Learning,  and  Understanding™ 
(GLIT")  Kits:  Infants  Through  Early  School  Age 
There  are  several  of  these  kits,  and  they 
are  all  wonderful.  Each  kit  contains  a 
workbook  filled  with  useful  activities  that 
are  based  on  a  series  of  popular  books 
(included  as  well).  Each  kit  encourages 
communication  and  early  literacy. 
Individual  kits  center  on  different 
themes,  from  deployment  to  mathemat¬ 
ics,  You’ll  love  the  lessons  they  effortless¬ 
ly  teach,  your  child  will  love  spending 
“fun  time”  with  you,  and  the  books  them¬ 
selves  will  become  cherished  favorites. 
Titles  include  While  You  Are  Away,  It’s 
Okay  to  Be  Different,  and  Wild  About 
Books.  In  the  fall  of  2008,  look  for  Stand 
Tall  and  Finding  Your  Way.  These  are  also 
great  for  the  preschool  classroom. 

Chart  Your  Course  Kit™: 

Academic  Passport,  Road  Map,  and  CD 
The  Complete  Guide  to  College 
Financing  and  Admissions  DVD 
This  kit  provides  practical  information 


for  the  college-bound  student,  begin¬ 
ning  with  sixth  graders!  It  is  full  of  tips 
and  organizational  strategies  to  help 
students  make  solid  choices  about 
their  educational  futures. 

Insider  tip:  The  Military  Child 
Education  Coalition  prints  new  books, 
assembles  additional  kits,  and  reviews 
their  information  all  the  time.  Check 
back  often  to  see  what  new  items 
become  available. 

Even  More  Information: 
http://www.MilitaryCliild.org 

Official  description:  The  Military  Child 
Education  Coalition  Web  site  contains 
links  to  different  resources  for  parents, 
educators,  military  families,  counselors, 
and  other  professionals.  It  recently 
underwent  a  complete  redesign. 

In  other  words:  You  should  check 
the  MCEC  Web  site  for  updates  on  all 
sorts  of  useful  information. 

Insider  tip:  One  of  my  favorite 
places  on  the  MCEC  Web  site  is  some¬ 
thing  not  often  publicized.  It’s  called 
Reading  Corner.  You  can  find  it  by 
choosing  the  “Military”  button  at  the 
top  of  the  home  page  (http://www,mil- 
itarychild.org/military-parent/reading- 
corner/),  and  then  looking  at  the  list  of 
links.  It  includes  recommended  Web 
sites,  book  lists,  downloads,  research, 
and  assessments,  all  about  reading  and 
early  literacy.  There  is  so  much  to 
explore,  and  all  of  the  information  is 
well  researched  and  useful. 

Celebrating  its  tenth  birthday  this  year, 
the  Military  Child  Education  Coalition™ 
(MCEC^)  is  an  organization  that  continues  to 
grow,  form  new  ideas,  and  champion  the  mil¬ 
itary  child  You  can  join  us!  Contact  the 
MCEC  at  www.MilitaryChild.org:  Phone: 
(254)  953-1923,  Fax:  (254)  953-1 925;  Military 
Child  Education  Coalition,  108  East  FM  2410, 
Suite  D,  Marker  Heights,  TX  76548.  • 


Laura  Campbell  is  a  mother  and  a  military  wife.  She 
works  as  the  Media  Specialist  for  Public  Relations, 
Marketing,  and  Project  Development  at  the  MCEC, 
and  has  also  worked  as  a  preschool  teacher.  Her  hus¬ 
band  is  currently  deployed  to  Iraq. 
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How  Will  we  senni 
Our  VeteransP 

It  Takes  a  Community 

Pennsylvania  Disabled  Veterans  Rehabilitation/ 
Vocational  Retraining  Project  Is  Laying  the 
Groundwork 

By  Maria  Caroff 


This  article  is  the  first  in  a  series  about  a  special 
project  underway  in  southwestern  Pennsylvania, 
in  which  community  leaders,  healthcare  providers, 
employers,  government  leaders,  and  volunteers  are 
attempting  to  help  recently  returning  veterans  as  well 
as  longstanding  veterans  reintegrate  back  into  non~ 
military  life,  restore  their  physical  and  mental  health,  and 
build  meaningful,  productive  lives  with  the  aid  of  ongoing  community 
structures  and  support. 

Many  United  States 


Armed  Forces  servicemembers  who 
are  returning  home  after  having 
served  in  Operation  Enduring 
Freedom  (OEF)  or  Operation  Iraqi 
Freedom  (OIF)  are  not  returning 
home  to  a  military  base,  with  a  mil¬ 
itary  hospital  and  all  of  the  coordi¬ 
nated  care  available  on  a  base,  but 
instead  to  a  civilian  community, 
where  care  might  be  spread  out 
among  various  healthcare  facilities 
and  organizations.  These  service- 
members  belong  to  the  National 
Guard  and  Reserves  of  the  various 
U.S.  Military  services.  It  is  simply 
the  inherent  nature  of  the  Guard 
and  Reserve  structure  that  there  are 
no  central  military  Installations  for 


its  members.  Yet  in  the  current  con¬ 
flicts,  Guardmembers  and  Reservists 
are  being  used  in  a  fashion  far  dif¬ 
ferent  than  the  norm.  Like  their 
active-duty  counterparts,  they  have 
served  in  extended  and  multiple 
deployments  in  OEF  and  OIF. 

For  many  of  the  Guardmembers 
and  Reservists,  just  as  with  their 
active-duty  counterparts,  the 
extended  stays  and  multiple 
deployments  have  produced  deeper 
stress  both  in  the  field  and  on  their 
return  home.  Yet  there  is  a  pro¬ 
found  difference  between  the  expe¬ 
rience  of  the  two:  Instead  of  return¬ 
ing  to  a  centralized  installation  with 
facilities,  supports,  and  a  communi¬ 
ty  of  comrades  and  families  with 


whom  they  can  identify,  a 
Guardmember  or  Reservist  returns 
to  a  civilian  community,  where  they 
are  meant  to  blend  back  into  a  non- 
military  lifestyle— to  their  jobs,  to 
their  families,  to  the  life  where  they 
left  off.  The  problem  is,  in  many 
cases  this  is  not  happening.  The 
trauma  of  extended  warfare  has 
caused  issues  like  post-traumatic 
stress  disorder  (PTSD),  depression, 
anxiety,  and,  in  some  cases,  sub¬ 
stance  abuse.  Some  servicemem¬ 
bers  are  returning  with  physical 
Injuries,  including  traumatic 
brain  injury  (TBI),  limb  loss, 
and  burns,  all  of  which  can 
lead  to  psychological  dis¬ 
tress.  Some  are  having 
difficulty  holding  onto 
jobs  that  they  had  han¬ 
dled  without  a  problem 
before  they  left.  Some 
are  losing  their  mar¬ 
riages.  For  some  veterans, 
emotions  like  anger  and  fear 
now  color  their  worldview  and 
their  ability  to  cope  or  thrive. 

Without  a  comprehensive  com¬ 
munity  system  for  oversight  and 
care,  many  of  these  returning  ser¬ 
vicemembers  are  struggling  day  to 
day,  just  to  make  it  through.  The 
struggles  are  having  an  impact  on 
their  mental  and  emotional  health 
and  their  physical  recovery,  their 
families,  and  their  employers  who 
are  relying  on  them  as  a  reliable 
component  in  their  businesses. 

A  community  in  southwestern 
Pennsylvania  is  attempting  to  help 
these  returning  servicemembers 
cope  and  rebuild  their  lives. 

The  people  at  the  nonprofit 
Pennsylvania  Disabled  Veterans 
RehabilitationA/ocational  Retraining 
Project  (PDVR/VRP)  in  Johnstown, 
Pennsylvania  are  executing  a  plan  to 
address  the  unique  needs  of  returning 
Guardmembers  and  Reservists.  It  is  an 
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ambitious  and  well-planned  under¬ 
taking  and  one  that  gives  legs  to  the 
idea  that  we  are  our  brothers’  and  sis¬ 
ters’  keepers.  This  plan  is  reflected  in 
a  “Project  Concept”  blueprint  for 
action  (See  Program  Concept  diagram 
on  the  EP  Web  site’s  Military  Channel 
at  www.eparent.com/main_chan- 
nels_military/index.  asp) .  PD’VR/’VRP 
believes  that  if  enough  people  in  a 
community  are  made  aware  of  the 
needs  of  returning  servicemembers, 
and  those  servicemembers  are  made 
aware  of  the  services  available  in  their 
community,  the  servicemembers  and 
their  families  will  have  access  to  the 
quality  care,  support  system,  and 
recovery  that  they  need. 

PD’VR/VRP’s  outreach  and  servic¬ 
es  are  squarely  aimed  at  helping  all 
veterans  and  their  families.  While 
the  supports  are  critical  to  aiding 
returning  Guardmembers  and 
Reservists,  they  are  also  critical  to 


helping  former  active-duty  veterans, 
those  who  are  long  retired  or  more 
recently  have  left  the  service. 

The  program  recognizes  that  there 
are  multiple  aspects  to  a  returning 
servicemember  reintegrating  back 
into  the  community,  including  the 
need  for  help  in  areas  such  as  physi¬ 
cal  Injury  and/or  psychological 
wounds,  vocational  rehabilitation, 
transitioning  back  to  civilian  employ¬ 
ment,  and  housing.  Tom  Caulfield, 
president  of  PDVR/VRP,  emphasizes 
that  many  people  and  organizations 
in  a  community  are  critical  to  the 
successful  reintegration  of  veterans, 
including  medical  and  mental  health 
professionals,  rehabilitation  techni¬ 
cians,  law  enforcement  officials,  edu¬ 
cators,  veterans’  service  organiza¬ 
tions,  and  support  groups. 

This  concept  of  community  par¬ 
ticipation  “has  led  to  over  100 
organizations  that  have  given  their 


support”  to  the  endeavors  of 
PDVR/VRP,  according  to  Tom. 

To  build  community  awareness, 
both  in  the  local  environs  and  on  a 
national  level,  PDVR/VRP  held  its  third 
annual  Community  Response 
Symposium  this  August,  drawing 
experts  from  the  Departments  of 
Defense  and  Veterans  Affairs  as  well  as 
local  organizations  to  discuss  the  needs 
of  veterans  and  their  families  and  what 
can  be  done  to  support  them. 

Next  month;  EP  will  continue  its  cover¬ 
age  OF  VARIOUS  ENTITIES  OF  PDVR/VRP 
THAT  ARE  COMBINING  RESOURCES  TO  AID  VET¬ 
ERANS.  EP  HOPES  THAT  THIS  REPRESENTATION 
OF  COMMUNITY  TEAMWORK  MIGHT  SERVE  AS  A 
MODEL  FOR  OTHER  COMMUNITIES  AND  THAT 
COMMUNITIES  ENGAGED  IN  THE  CARE  OF  THEIR 
VETERANS  AND  FAMILIES  MIGHT  COMMUNICATE 
WITH  ONE  ANOTHER  TO  BUILD  THE  TYPE  OF 
INFRASTRUCTURE  SO  CRITICAL  TO  VETERANS’ 
NEEDS. 


Finding  and  Keeping  Emplniinient 

When  the  Road  Is  lung 


Sam  Taylor’s  transition 

home  has  posed  some  challenges. 
Sam,  26,  joined  the  United  States 
Army  eight  days  after  his  high 
school  graduation  and  then  spent 
time  in  training,  graduating  from 
the  Army’s  Air  Assault  School.  A 
member  of  Charlie  Company,  P‘ 
Battalion,  502"“  Infantry  Regiment 
of  the  10U‘  Airborne  Division,  “we 
went  on  the  initial  assault”  into 
Iraq,  he  says.  He  was  22  years  old  at 
the  time.  Sam’s  tour  in  Iraq  was 
from  March  2003  to  February  2004. 
“I  don’t  even  remember  before  I 
was  in,”  Sam  says. 


Starting  as  a  private,  Sam  was  pro¬ 
moted  to  sergeant  and  served  as  a 
squad  leader,  responsible  for  him¬ 
self  and  seven  other  Soldiers,  Now 
diagnosed  with  post-traumatic 
stress  disorder  (PTSD),  Sam  says,  “I 
think  that  has  to  do  not  so  much 
with  what  I’ve  seen  as  the  stress  I 
was  put  under,”  with  the  responsi¬ 


bility  of  others’  lives  in  his  hands,  at 
a  very  young  age.  Even  now,  “I 
worry  about  the  guys  24/7,”  he  says. 

Returning  to  civilian  life  is  like 
“being  spit  back  out  on  Earth  after  it 
(the  war)  chews  you  up,”  he  says. 
“When  I  first  came  back,  I  was  hav¬ 
ing  panic  attacks,”  he  said.  While  he 
has  made  progress  in  his  recovery. 


Veteran  Community  Initiatives  Making 
Employment  a  Reality  for  Veterans,  Their  Families 

Veteran  Community  Initiatives,  Inc.  is  an  organization,  founded  in  1993  in  Johnstown, 
Pennsylvania,  that  works  closely  with  community  organizations  and  companies  to  help  veterans 
and  veterans'  family  members  obtain  employment.  VCI  has  served  over  4,300  clients  since  1993. 
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there  are  still  challenges.  Sam  had 
tried  a  lot  of  different  jobs  on  his 
return.  “It’s  pretty  rough  trying  to 
work  and  trying  to  maintain  some 
sort  of  level  of  awareness  in  my 
brain,”  he  says.  Sam  describes  feeb 
ing  “fuzziness”  in  his  head.  “That’s 
kind  of  what  I  feel  like  most  days,” 
he  says.  However,  he  received  help 
in  his  job  search  through  Veteran 
Community  Initiatives,  Inc,  (VCI)  and 
he  is  able  to  maintain  a  job  at  the 
Defense  and  Veterans  Brain  Injury 
Center  in  Johnstown,  where  he 
does  a  variety  of  jobs  in  his  position 
of  environmental  engineer,  includ- 
ing  public  relations,  paperwork, 
and  janitorial  functions.  He  plans  to 
eventually  begin  work  as  a  rehabili¬ 
tation  technician  there. 

A  Timeless  Reseurce 

Jason  Jeschonek  served  in  the 
United  States  Navy  from  1988  to 
1993,  and  after  finishing  his  stint 
in  1993,  “I  was  having  a  hard  time 
finding  work,”  the  38-year-old 
recalls.  He  met  Tom  Caulfield  of 
the  then  fledgling  VCI  in  1994. 
Tom  made  some  recommenda¬ 
tions,  and  Jason  received  a  job 
where  he  worked  for  a  number  of 
years,  until  that  particular  compa¬ 
ny  closed.  Jason  again  sought  VCI’s 
services  and  next  obtained  a  job  at 
Atlantic  Broadband,  where  he 


works  today  as  an  account 
executive.  “I  love  my  job,” 
he  says.  Over  the  years, 
Jason  made  a  point  of  keep¬ 
ing  in  touch  with  Tom.  “I  let 
him  know  how  I  was  doing 
and  what  was  going  on,”  he 
says.  Jason  was  deployed  to 
Saudi  Arabia  for  two 
months  during  Operation 
Desert  Storm  and  counts 
himself  fortunate  not  to 
experience  any  trauma 
from  his  time  serving. 

Julius  Strozak,  60,  a  Vietnam- 
era  veteran  who  served  in  the 
United  States  Army,  had  worked  for 
the  Pennsylvania  Electric  Company 
(Penelec)  for  over  22  years  before 
his  position  was  eliminated  during 
downsizing  in  1995,  Referred  to  the 
Veterans  Leadership  Program/ 
Veteran  Community  Initiatives, 
Julius  remembers  Tom  Caulfield 
recommending  that  he  take  civil 
service  tests  to  increase  his  employ¬ 
ment  opportunities.  He  had  previ¬ 
ously  taken  a  couple  of  the  tests, 
but  began  to  take  more.  He  initially 
received  a  temporary  eight-month 


position  with  the  Pennsylvania 
Department  of  Transportation 
(PennDOT),  and  afterward  he  inter¬ 
viewed  and  received  a  job  at  Hiram 
G.  Andrews  Center  in  Johnstown, 
where  he  worked  as  a  clerk/recep¬ 
tionist  in  the  counseling  office  from 
1997  to  June  of  this  year.  He  is  tak¬ 
ing  a  little  bit  of  time  off  now,  but 
indicates  that  when  he  is  ready  to 
begin  work  again,  he  will  go  back  to 
Veteran  Community  Initiatives  to 
see  what  help  they  can  provide. 

There'S  Ne  Place  Like  Heme 

On  September  11,  2001,  Kimberly 
Roberts  was  living  with  her  hus¬ 
band  in  Gettysburg,  Pennsylvania, 
and  both  were  excitedly  awaiting 
the  birth  of  their  first  child.  The 
phone  call  from  her  mother  on  that 
day  of  tragic  events  brought  home 
to  Kim  how  far  away  from  home 
she  felt  under  such  circumstances 
and  the  realization  that  she  wanted 
to  be  back  home.  Home  amongst 
family.  Home  where  she  would 
have  a  ready-made  support  system. 
Home  where  she  could  share  life’s 
triumphs  and  tragedies  with  the 
people  who  mean  the  most  to  her. 

So  she  and  her  husband  returned 
to  Johnstown,  Pennsylvania,  even 
with  the  knowledge  that 
Johnstown,  like  many  other 
Manufacturing  Belt  communities, 
had  been  facing  economic  chal¬ 
lenges  for  decades.  Jobs  all  too 
often  were  scarce,  and  many  peo¬ 
ple  had  moved  away  to  settle  in 
more  economically  thriving  com¬ 
munities.  Yet  the  strong  support 
system  to  which  Kim,  now  33, 
returned  in  2002  included  not  only 
her  family  but  some  friends  as 
well.  They  included  Tom  Caulfield, 
VCI’s  President  and  Director,  and 
Marty  Kuhar,  VCI’s  Program 
Specialist,  who  were  friends  of  her 
father,  Randy  Roberts.  All  three 
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Kimberly  Roberts 


had  served  in  Vietnam. 

“I  definitely  was  unsure  of  that 
job  search  process,”  said  Kim,  who 
had  majored  in  psychology  in  col¬ 
lege  and  indicated  that  in  that  field 


of  study,  “your  path’s  not  clearly 
defined.”  While  in  Gettysburg,  Kim 
had  worked  at  a  residential  treat¬ 
ment  facility,  providing  counseling 
for  various  mental  health  or 
behavioral  problems  to  girls  and 
young  women  6  to  19  years  of  age. 
Social  services  was  a  field  she 
enjoyed  and  in  which  she  wanted 
to  continue.  “What  was  really  help¬ 
ful  was  that  Marty  sat  down  and 
went  through  the  human  services 


organizations  here  in  Johnstown,” 
she  said.  Hired  in  January  2004  as 
an  employment  counselor  for 
Pennsylvania  Association  for 
Individuals  with  Disabilities  (PAID), 
Kim  was  promoted  to  executive 
director  in  September  2005.  Kim’s 
organization  works  with  VCI  to 
help  veterans  and  others  find 
employment.  “It  was  probably  one 
of  the  best  career  moves  I  could 
have  ever  made,”  she  says.  • 


Veteran  Community  Initiatives  -  Resources 
WHAT  DO  I  NEED  TO  QUALIFY? 

Veteran  Community  Initiatives  (VCI)  provides  services  to  all  veterans,  including  members  of 
Reserve  and  Guard  units.  In  addition,  services  are  open  to  the  immediate  family  members  of 
veterans,  as  well  as  dislocated  workers.  In  order  to  qualify  for  certain  of  VCI's  services,  an 
applicant  must  provide  proof  of  their  or  their  immediate  family  member's  veteran  status.  VCI 
accepts  DD  Form  214  (Department  of  Defense  Certificate  of  Release  or  Discharge  from  Active 
Duty)  and  will  assist  clients  with  obtaining  the  form,  if  necessary. 


PROGRAMS 

ALL  services  are  provided  free  of  charge  to  clients. 


Vocational  Counseling;  VCI  assesses  skills,  abilities,  experience, 
and  interests  through  one-on-one  counseling  with  the  client  then 
develops  and  directs  each  client  through  an  informal,  individual  job 
search  plan. 

Outreach;  VCI  develops  and  maintains  relationships  with  the 
general  public,  employers,  and  related  service  organizations  in  order  to 
enhance  networking  opportunities  for  clients. 

Resume  Preparation;  VCI  designs  professional,  skills,  and 
accomplishment-oriented  resumes  that  are  credible  and  attention 
gathering. 

Assisted  Job  Placement/Networking;  VCI  assists  clients  in 
networking  within  the  employment  community  to  develop  job  leads 
and  also  works  closely  with  area  Job  Centers,  various  agencies,  and 
employers  for  client  placements. 

Workshops;  VCI  teaches  interviewing  techniques,  job  search  and 
networking  tactics,  cover  letters  writing,  and  the  basic  do's  and  don'ts 
of  job  searching. 

Informal  Referrals;  VCI  provides  informal  referrals  to  other 
agencies  for  clients  seeking  help  to  overcome  any  difficulty  (drug  & 
alcohol,  psychological,  financial)  which  impedes  the  employment 
process. 

Job  Fairs;  VCI  holds  job  fairs  on  a  regular  basis.  Job  leads  and  local 
contact  personnel  are  available  to  enhance  networking  opportunities 


for  our  clients. 

Client  Thumbnail  Sketches;  VCI  provides  employers  with 
updated  background  skill  sketches,  enabling  them  to  match 
employment  needs  with  a  client's  skills  and  training. 

Library;  VCI  has  an  updated  job  book  of  openings,  as  well  as 
publications  and  Internet  access  for  job  search  purposes.  A 
computer/printer  is  available  for  clients  to  create  cover  letters. 

Job  Placement  Follow-up;  VCI  recognizes  the  importance  of  post¬ 
placement  follow-up.  A  follow-up  discussion  with  the  client  can  often 
eliminate  potential  problems  and  aid  in  employee  retention  at  the  job  site. 

Job  Retraining  Assistance;  At  times  VCI  has  limited  job  training 
funding  available.  If  clients  meet  the  criteria,  they  may  qualify  for 
specific  funding  if  it  will  result  in  obtaining  a  job,  promotion,  or  full¬ 
time  employment  from  a  part-time  status. 

Referral  Assistance;  For  Veterans  dealing  with  Post-Traumatic 
Stress  Disorder  (PTSD)  and/or  Traumatic  Brain  Injury  (TBI),  VCI  is  able 
to  direct  clients  to  specific  professional  and  informal  readjustment 
counseling  programs. 

Resources  are  courtesy  oe  Veteran  Community  Initiatives,  Inc.  For  more 

INEORMATION,  CONTAQI  VETERAN  COMMUNITY  INITIATIVES,  InC.,  HiRAM  G.  ANDREWS 

Center,  Wing  A,  727  Goucher  Street,  Johnstown,  PA  15905;  (814)  255- 
0355,  Fax:  (814)  255-0356;  vvlp@sureshop.net,  http://www.vciinc.org. 
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The  Family 
Reunited 

Helping  Kids  with  Special  Needs 
Cope  with  Reintegration 

By  Ian  Shaffer,  MD 

This  is  the  third  of  a  three-part  series  from  Health  Net,  Inc.  regarding 
deployment,  its  effects  on  children,  and  some  of  the  steps  that  parents 
can  take  to  ease  its  impact.  The  series  covers  possible  behaviors  and 
suggested  responses  during  the  times  of  pre-deployment,  active  duty, 
and  the  parent’s  return  home. 


“My  dad  is  in  Iraq  again.  Over  the 
past  year,  when  he  gets  home  it’s 
been  harder  and  harder  to  talk 
with  him.  We  do  projects  and 
things  together,  but  he’s  often  irri¬ 
table  and  doesn’t  remember 
things  I  say.  ’’ 

— 15-year-old  son  of  a  servicemember 
deployed  to  Iraq 

Mom  or  DOd,  after  twelve 
months  of  combat  overseas,  is 
finally  coming  home!  What  could 
be  more  perfect  and  easy? 

In  fact,  reintegrating  a  returning  ser¬ 
vicemember  into  family  life  can  be 
quite  challenging.  For  families  with 
children  with  special  needs— kids  with 
certain  developmental  issues— the 
experience  can  be  especially  trying. 

The  readjustments  families  make 
following  a  deployment  and  the  ways 
children  react  vary  widely.  Families 
that  are  prepared  for  what  might  hap¬ 


pen  during  this  period  have  a  better 
chance  of  a  smooth  transition. 
Knowing  how  to  respond  is  the  key. 

The  Honeymoon 

Parents  who  reunite  after  a  time 
apart  may  go  through  a  “honey¬ 
moon”  period  when  the  service- 
member  first  returns.  The  returning 
parent  comes  home  to  familiar  and 
comfortable  surroundings,  while 
the  one  who  stayed  behind  sees  a 
return  to  a  parenting  partnership 
that  will  make  all  domestic  duties 
easier.  And,  of  course,  they  have 
each  other  again, 

Flowever,  there  may  be  challenges 
and  struggles  in  the  reintegration 
process.  First,  the  returning  parent 
may  not  be  ready  to  enter  back  into 
family  life.  The  other  parent  needs  to 
understand  that  he  or  she  may  not  get 
a  partner  back  immediately.  Parents 
should  also  be  aware  of  how  the 


“honeymoon”  affects  their  children. 
Most  children— especially  those  who 
are  eight  years  old  or  younger  and 
haven’t  begun  to  develop  a  sense  of 
independence— feel  that  the  separa¬ 
tion  during  deployment  was  all  about 
them.  They  will  think  having  the  fam¬ 
ily  together  again  is  supposed  to 
make  everything  better  for  them.  This 
may  be  especially  true  of  children 
who  require  special  attention.  What 
they  see  in  the  early  days  after  the 
return  are  two  adults  who  are  focused 
on  each  other  and  enjoying  each 
other.  Children  may  feel  left  out  and 
not  understand  why.  They  may 
become  resentful  or  depressed. 

The  Challenges  Of  Change 

After  the  initial  enjoyment  of  hav¬ 
ing  things  back  the  way  they  used 
to  be,  families  may  find  that  things 
really  aren’t  the  way  they  used  to 
be.  In  fact,  some  may  find  that 
things  were  never  the  way  they 
imagined,  having  idealized  the  past 
while  the  servicemember  was  away. 
The  returning  parent  was  never 
home  all  the  time. 

When  a  family  reunites,  what’s  most 
obvious  is  how  much  things  have 
changed.  The  returning  parent  may 
see  a  partner  who  seems  more 
stressed,  more  rundown,  and  less 
patient.  Changes  in  children  may  be 
even  greater,  especially  in  younger 
children  and  those  with  special  needs. 
The  child  who  previously  made  the 
parent  proud  by  showing  courage  in 
overcoming  difficulties  and  developing 
independence  may  have  regressed.  Or 
the  child  with  whom  the  parent  felt  a 
special  bond  when  they  faced  that 
child’s  challenges  together  might  seem 
to  have  broken  that  bond,  with  both 
individuals  needing  to  recognize  that 
this  will  need  to  be  rebuilt. 

Some  behaviors  commonly  exhibit¬ 
ed  by  children  when  the  parent 
returns  are: 
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•  Seemingly  unprovoked  hostility 
toward  the  returning  parent. 

From  the  child’s  perspective,  the  log- 
ical  reasons  for  this  are  resentment 
over  being  abandoned  by  the  parent 
or  feeling  that  the  parent  disrupts  a 
comfortable  routine  that  developed 
during  the  absence. 

•  Shyness  or  avoidance  to  the 
point  of  treating  the  returning 
parent  as  a  stranger.  Again,  from 
the  child’s  perspective  there  is  logic 
to  this.  Depending  on  a  child’s  age  or 
cognitive  development,  the  parent 
really  may  be  perceived  as  a 
stranger.  And,  for  any  child,  a  parent 
who  returns  with  physical  or  emo¬ 
tional  injuries  may  be  seen  as  a  dif¬ 
ferent  person. 

•  Hostility  toward  the  parent  who 
has  been  at  home.  This  may  be 
simple  rivalry  for  the  attention  of 
the  returning  parent. 

•  Sudden  sadness  and/or  lethargy 
after  the  excitement  and  energy 
that  greeted  the  return.  This  may 
be  the  natural  letdown  after  the  ini¬ 
tial  glow  of  the  reunion  has  faded, 
especially  as  the  child  sees  that 
things  are  not  the  same  as  the  day 
before  the  deployed  person  left. 

•  Clinging  behavior  in  an  attempt 
to  keep  the  returnee  from  leav¬ 
ing  again. 

Of  course,  such  behaviors  may  be 
temporarily  reasonable  but  should 
change  over  time.  However,  if  they  go 
on  for  more  than  a  couple  of  weeks  or 
at  an  intensity  that  interferes  with 
family  relationships  or  prevents  family 
members  from  functioning,  consult 
your  doctor  or  a  therapist. 

Making  the  Family  Whole  Again 

Here  are  things  you  can  do  to  ease 
the  reunion  of  your  family  and 
make  the  most  of  a  parent’s  return 
from  deployment: 

•  Use  the  positive  atmosphere  of 


the  “honeymoon”  not  only  as  a 
period  of  enjoyment,  but  also  as 
a  time  for  the  family  to  get  reac¬ 
quainted.  Take  note  of  changes  and 
help  your  child  understand  the  con¬ 
cept  of  readjustment.  Embrace  the 
idea  of  reintegration  and  adjustment 
and  how  this  will  benefit  the  entire 
family.  Be  open  and  willing  to  talk 
about  the  changes. 

•  Don’t  force  things  with  children. 

Be  available  to  them  and  show  your 
willingness  to  talk,  but  allow  them  to 
come  to  you.  As  before,  answer 
questions  that  are  asked.  Children  at 
different  stages  of  development  will 
ask  for  varying  amounts  of  informa¬ 
tion  and  will  ask  questions  as  they 
are  ready  to  absorb  more. 

•  Talk  to  children  in  age-appropri¬ 
ate  and  developmentally  appro¬ 
priate  terms  about  your  experi¬ 
ences  while  on  deployment.  In 
general,  the  younger  the  child,  the 
less  specific  and  the  more  positive 
you  should  try  to  be. 

The  return  of  a  parent  who  is  recov¬ 
ering  from  or  adjusting  to  an  injury 
suffered  during  deployment  can  have 
special  significance  for  a  child  with 
special  needs.  Is  there  fear  that  a  sym¬ 
bol  of  strength  has  been  diminished? 
Or  is  there  a  feeling  of  empathy  for 
and  closer  identification  with  the 
injured  parent?  What’s  certain  is  that 
the  way  the  parent  deals  with  his  or 
her  own  “special  need”  may  profound¬ 
ly  affect  the  child’s  outlook. 

The  many  positives  the  parent’s 
return  entails  are  enough  to  help  most 
families  get  through  the  inevitable 
rough  spots  they  encounter.  But  some 
families  do  struggle.  If  you  do,  don’t 
feel  that  you’re  alone.  Enough  families 
have  a  tough  time  post-deployment 
that  resources  have  been  created  to 
help.  If  your  family  is  having  trouble 
readjusting,  seek  such  help.  You’ve 
waited  a  long  time  to  be  reunited; 


make  it  worthwhile  by  meeting  the 
challenges  head  on. 

Online  Resonrces 

The  first  two  installments  of  this 
series — Young  Heroes:  Preparing 
Military  Children  for  a  Parent’s 
Deployment  (July  2008)  and 
Staying  Strong:  Coping  with 
Deployment  (August  2008)  include 
lists  of  Web  sites  for  organizations 
and  publications  that  are  helpful 
for  families  with  children  with 
special  needs  who  are  dealing 
with  deployment.  Please  refer  to 
those  articles.  Also,  the  following 
online  articles  contain  useful 
information; 

Military  Child  Edncation  Coalition 

How  to  Prepare  Our  Children 
and  Stay  Involved  in  Their 
Education  During  Deployment 
www.militarychild.org/files/pdfs/ 
DeploymentBooklet.pdf 

National  Military  Family  Association 

Reunion  and  Post  Deployment: 
Homecoming  Tips, 

WWW. nmfa.org/site/PageServer? 
pagename  =  reus_deploymentlinks 
(Information  appears  close  to  the 
bottom  of  the  page.) 

Department  of  Defense  Deployment 
Health  and  Family  Readiness  Library 

Returning  to  Family  Life  After 
Deployment,  http://deploymenthealth- 
Iibrary.fhp.osd.mil/products/Returning 
%  20to  %  20FamiIy  %  20Life  %  20After 
%  20MiIitary  %  20Deployment  %  20 
(234). pdf  • 


Dr.  Ian  Shaffer  is  a  child  psychiatrist  and 
the  chief  medical  officer  at  MHN 
(https://www.mhn.com/home.do),  the  behav¬ 
ioral  healthcare  subsidiary  of  Health  Net,  Inc. 
(https://www.healthnet.com/portal/ 
member/home. do),  serving  the  needs  of  10 
million  members,  including  many  military 
personnel  and  their  families. 
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Marine  Veteran  Hosts  Live  Internet 
Show  Profiling  the  Sacrifices, 
Courage  of  U.S.  Servicemembers 
and  Their  Families 

Internet  users  can  catch  a  glimpse  into  the  daily  lives  of 
U.S.  servicemembers  and  their  families  in  a  new, 
exclusively  online  show  called  IN  THEIR  BOOTS 
(www.lntheirboots.com).  Hosted  by  Iraq  veteran  Jan 
Bender,  the  show  mixes  traditional  documentary 
filmmaking  with  a  new  media  distribution  model.  IN  THEIR 
BOOTS  is  an  innovative  new  series  that  explores  the 
emotional,  psychological,  and  physical  impacts  that  the 
wars  in  Iraq  and  Afghanistan  have  on  communities 
here  at  home. 

Every  episode  of  IN  THEIR  BOOTS  is  built  around  an 
IN  THEIR  BOOTS  "Real  Story,"  a  10-mlnute,  pre-produced 
documentary  told  from  the  perspective  of  men  and 
women  in  uniform  and  their  families.  The  "Real  Stories" 
combine  intimate  and  personal  "character-generated" 
video  footage  shot  by  the  stories'  participants 
themselves,  with  footage  shot  by  the  series'  professional 
production  team.  The  stories  stress  optimism,  the 
courage  of  the  characters,  and  the  valor  of  the  people 
and  organizations  that  help  them  on  their  journey. 

Each  episode  concludes  with  a  moderated  forum, 
broadcast  live  and  hosted  by  Marine  Jan  Bender,  who 
served  as  a  combat  correspondent/rifleman  in  Iraq  with 
B'"*  Battalion,  1st  Marines  from  2004  to  2005. 
Participants  in  the  "Real  Story,"  newsmakers,  and  experts 
take  part  In  a  discussion  on  the  subjects  featured  In  the 
episodes.  Then,  through  interactive,  new  media 
technology.  Bender  fields  live  webcam  questions  from 
the  viewing  audience,  allowing  viewers  to  take  part  in 
the  discussion. 

IN  THEIR  BOOTS  Is  funded  by  a  generous  grant  from 
the  Iraq  Afghanistan  Deployment  Impact  Fund  (lADIF). 
lADIF  was  established  to  address  the  unmet  needs  of 
men,  women,  and  families  affected  by  deployment  to 
Iraq  and  Afghanistan  and  is  administered  by  the 
California  Community  Foundation. 

Brave  New  Foundation  is  a  unique  organization  that 
creates  media  for  social  justice.  The  Foundation  inspires 
communities,  organizations,  and  individuals  to  engage 
in  civic  participation,  and  promotes  the  democratization 
of  media. 


U.S.  Department  of  Labor  Initiative: 
America’s  Heroes  at  Work 

The  U.S.  Department  of  Labor  recently  announced  a  new  online  resource  to  help 
employers  In  their  employment  of  veterans  with  traumatic  brain  Injury  (TBI)  and 
post-traumatic  stress  disorder  (PTSD),  two  Increasingly  common  battlefield 
conditions.  The  new  America's  Heroes  at  Work  Web  site 
(http://www.amerlcasheroesatwork.gov)  provides  Information  about  TBI  and 
PTSD  as  well  as  tools  and  guidance  on  how  to  Implement  workplace 
accommodations  and  other  services  that  benefit  affected  Individuals.  In  addition, 
the  Web  site  Includes  the  toll-free  phone  number  of  the  Job  Accommodation 
Network  (http://www.Jan.wA/u.edu),  which  employers  can  call  to  receive  personal 
assistance  relating  to  Job  accommodations  for  veterans  with  disabilities. 

"This  America's  Heroes  at  Work  Initiative  focuses  on  fhe  employmenf 
challenges  of  returning  servicemembers  who  are  living  with  traumatic  brain  Injury 
and  post-traumatic  stress  disorder,"  said  Secretary  of  Labor  Elaine  L.  Chao.  "One 
of  the  best  ways  we  can  help  these  courageous  men  and  women  and  honor  their 
sacrifice  Is  to  help  them  return  to  full,  productive  lives  through  work. 
Employment  can  also  play  a  role  In  their  recovery." 

Although  their  Injuries  may  not  be  visible,  people  with  TBI  or  PTSD  may  face 
some  difficulties— especially  with  respect  to  employment.  In  many  cases,  a  few 
reasonable  workplace  supports  can  help  resolve  these  Issues.  Through  America's 
Heroes  at  Work,  employers  can  leverage  a  variety  of  promising  practices,  such  as 
Job  coaching  and  mentoring  programs  to  create  a  positive,  successful  workplace 
experience  for  disabled  veterans  and  non-veteran  employees,  such  as  first 
responders,  who  have  experienced  traumatic  events. 

America's  Heroes  at  Work  Is  managed  Jointly  by  the  Department  of  Labor's 
Office  of  DIsabIlIfy  Employmenf  Policy  and  the  Veterans'  Employment  and 
Training  Service,  In  collaboration  with  other  federal  and  private  agencies  engaged 
In  TBI  and  PTSD  programs.  Including  the  Department  of  Defense,  the  Department 
of  Veterans  Affairs,  the  Department  of  Health  and  Human  Services,  the 
Department  of  Education,  the  Social  Security  Administration,  and  the  Society  for 
Human  Resource  Management. 

Source:  Department  of  Labor 


In  EPs  July  issue,  the  article  entitled,  "Fisher  House  Homes,"  which  appeared 
on  page  76,  contained  two  inadvertent  errors.  In  paragraph  six,  the  sentence 
should  have  read:  Down  to  the  tiniest  detail,  the  building  of  a  Fisher  House 
home  is  carefully  thought  out  so  that  military  families  are  served  with  the 
greatest  sense  of  compassion  and  care  during  a  most  challenging  time.  In 
paragraph  seven,  the  sentence  should  have  read:  The  homes  feature  every 
modification  individuals  with  disabilities  need  to  comfortably  move  about  the 
home  and  function  with  ease,  including  elevators,  power  boosters  on  doors, 
ground-level  laundry  facilities,  wider  hallways,  lower  beds  for  easy  transfer 
from  wheelchairs,  and  durable  furniture.  fP  apologizes  for  these  errors,  which 
occurred  in  EPs  production  process. 
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Sleep  Disturbances: 

A  Common  and  Chalonglng 
Symptom  of  Post-Tranmalfc 
Stress  Disonler 

By  James  Halper,  MD 


EP  continues  its  exploration  of  the  effects  of  combat  on  servicemembers 
who  have  returned  home  and  are  attempting  to  cope  with  traumatic  expe¬ 
riences  while  reintegrating  into  the  daily  life  of  family,  community,  and 
work.  This  series  focuses  on  traumatic  brain  injury  (TBI),  post-traumatic 
stress  disorder  (PTSD),  and  related  health  issues.  This  month’s  article 
explores  the  effect  of  sleep  disturbances  and  PTSD  and  some  treatments 
being  used  to  address  these  issues. 


Sleep  distrubances 

are  a  major  sympton  of  post-trau¬ 
matic  stress  disorder  (PTSD).  In  the 
DSM-IV-TR  {Diagnostic  and  Statistical 
Manual  of  Mental  Disorders,  Fourth 
Edition,  Text  Revision),  the  official  diag¬ 
nostic  manual  of  the  American 
Psychiatric  Association  (APA)  in  the 
diagnosis  of  PTSD,  the  presence  of 
nightmares  (recurrent  distressing 
dreams  of  an  event)  is  part  of  the  DSM’s 
Criterion  B  (reexperiencing  of  the  trau¬ 
matic  event)  and  difficulty  falling  or 
staying  asleep  are  part  of  Criterion  D 
(increased  arousal)— i.e.,  sleep  distur¬ 
bances  comprise  two  of  the  five  crite¬ 
ria  required  for  the  diagnosis  of  PTSD. 

One  or  both  of  these  features  is 
experienced  in  up  to  90  percent  of 
patients  with  PTSD.  These  symptoms 
are  considered  particularly  distress¬ 
ing  by  patients  and  have  a  highly  neg¬ 
ative  impact  on  their  quality  of  life 
(QOL).  Additionally,  there  is  evidence 
that  impaired  sleep  contributes  to 
physical  and  mental  disorders  associ¬ 


ated  with  PTSD  and  is  a  contributor  to 
the  development  and/or  is  a  perpetu- 
ator  of  PTSD  itself. 

Sleep  disturbances  also  play  a  role  in 
substance  abuse— especially  alcohol 
abuse— as  people  attempt  to  self-med- 
icate  to  avoid  the  distress  associated 
with  disturbed  sleep  and/or  nightmares. 
Patients  also  respond  to  disturbances 
such  as  nightmares  by  engaging  in 
behaviors  in  which  they  avoid  sleep, 
resulting  in  insomnia.  These  sleep  diffi¬ 
culties  have  a  major  adverse  impact  on 
patients  with  PTSD.  The  effective  treat¬ 
ment  of  sleep  disturbances  is  associated 
with  beneficial  consequences  that  go 
beyond  improved  sleep  and  decreased 
nightmares. 

Seeking  Ellective  Treatments 

A  variety  of  treatments  have  been 
tried,  and  some  have  shown  greater 
results  than  others. 

Unfortunately,  sleep  disturbances 
frequently  do  not  respond  to  selective 
serotonin  reuptake  inhibitors  (SSRls), 
the  major  treatment  for  PTSD.  Indeed, 


SSRls  may,  at  least  initially,  make 
insomnia  more  severe.  The  new  gener¬ 
ation  of  “atypical  antipsychotics”  (e.g.: 
quetiapine,  olanzapine,  and  risperi¬ 
done)  may  be  helpful  but  are  associat¬ 
ed  with  side  effects  that  include  seda¬ 
tion  and  weight  gain.  Recently,  howev¬ 
er,  new  treatments  have  been  devel¬ 
oped  that  are  more  effective  for  sleep 
disturbances.  These  new  treatments 
have  been  developed,  in  part,  because 
of  increased  understanding  of  the 
pathophysiology  (the  accompanying 
functional  changes)  of  PTSD. 

Understanding  Sleep 

Sleep  is  divided  into  a  variety  of  stages. 
The  major  division  is  that  between 
rapid  eye  movement  (REM)  sleep  and 
non-REM  sleep.  Most,  but  not  all, 
dreams  occur  during  REM.  Additionally, 
during  REM,  the  body  is  essentially  par¬ 
alyzed.  The  paralysis  is  useful  in  that  it 
prevents  people  from  acting  out  their 
dreams.  The  brain  waves  in  REM  are 
very  rapid  and  desynchronized.  Non- 
REM  sleep  is  divided  into  three  stages. 
Here,  we  look  first  at  the  third  stage.  It  is 
the  deepest  sleep  and  is  known  as  slow- 
wave  sleep  (SWS),  because  the  brain 
waves  recorded  during  this  type  of 
sleep  by  electroencephalogram  (EEC) 
are  slow.  They  are  also  synchronized.  It 
is  thought  that  slow-wave  sleep  is  the 
major  restorative  sleep.  The  amount  of 
this  sleep  will  determine  whether  you 
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feel  you  have  obtained  a  good  night’s 
rest  when  you  awake  in  the  morning. 
Stage  1  and  2  sleep  is  intermediate 
between  REM  and  slow-wave  sleep 
with  respect  to  rate  and  degree  of  syn¬ 
chronization.  While  the  majority  of 
dreaming  occurs  during  REM,  it  also 
occurs  during  other  stages,  particularly 
if  the  sleep  is  light  and  the  sleeper  can 
be  easily  awakened. 

Understanding  PTSD  and  Sleep 

It  is  thought  that  PTSD  is  associated 
with  a  failure  to  process  and  neutralize 
frightening  memories.  This  failure 
allows  frightening  memories  to  push  in 
during  waking  and  sleeping  hours. 
Because  processing  normally  occurs 
during  sleep,  particularly  REM  sleep, 
and  nightmares  disrupt  sleep,  a  vicious 
cycle  begins,  in  which  the  processing  of 
frightening  memories  is  compromised. 
This  has  led  to  the  use  of  a  variety  of 
psychotherapies  to  enhance  processing 
and  neutralization  of  frightening  mem¬ 
ories  to  decrease  their  ability  to  disturb 
sleep  and  to  enhance  sleep-mediated 
processing  of  disturbing  thoughts. 
Alternatively,  there  are  medications 
that  decrease  disturbing  dreams.  The 
effect  of  medications  on  processing 
frightening  memories  is  unclear,  but 
the  two  approaches  may  be  comple¬ 
mentary  since  medications  may  be 
helpful  in  breaking  the  vicious  circle 
noted  above. 


All  Systems  Not  Go:  Some  of  the  Difficulties 

Stress  in  general,  and  PTSD,  in  particu¬ 
lar,  is  thought  to  be  associated  with 
activation  of  the  noradrenergic  system 
(NAS).  The  noradrenergic  system  con¬ 
sists  of  the  neurotransmitter  norepi¬ 
nephrine  and  its  receptors,  which  are 
found  in  the  central  nervous  system 
and  throughout  the  body— on  nerves, 
blood  vessels,  and  organs,  including 
the  heart.  There  are  many  types  of 
noradrenergic  receptors,  alpha  (alpha  1 
and  alpha  2)  and  beta.  The  noradrener¬ 
gic  system  is  thought  to  play  a  role  in 
the  transition  from  acute  stress  disor¬ 
ders  to  chronic  stress  disorders  and  to 
be  central  to  the  symptoms  in  estab¬ 
lished  cases  of  PTSD.  Alpha  receptors 
are  believed  to  have  the  predominant 
role  in  these  symptoms,  including 
sleep  disruption  and  intrusions  of 
unwanted  and  frightening  thoughts 
while  patients  are  awake  or  asleep.  The 
understanding  of  the  role  that  the 
noradrenergic  system  plays  has  led  to 
the  use  of  medications  that  block  the 
noradrenergic  system  as  a  way  of  treat¬ 
ing  sleep  disorders  and  nightmares. 

Evidence  for  the  role  that  the  nora¬ 
drenergic  system  plays  includes  the 
following:  Many  of  the  areas  of  the 
brain  thought  to  be  associated  with 
PTSD  symptoms  are  heavily  stimulat¬ 
ed  by  noradrenergic  (NA)  neurons 
and  express  a  high  density  of  nora¬ 
drenergic  receptors.  They  are  very 


responsive  to  activation  of  the  sys¬ 
tem.  Furthermore,  concentrations  of 
noradrenergic  neurons  in  the  cere¬ 
brospinal  fluid  (CSF)  are  highly  corre¬ 
lated  with  the  severity  of  symptoms 
of  PTSD,  and  excretion  by  noradren¬ 
ergic  neurons  of  Norepinephrine 
and  its  metabolites  are  increased  in 
the  urine  of  patients  with  PTSD, 
Laboratory  studies  show  that 
increased  noradrenergic  activity  has  a 
variety  of  bad  effects  on  a  person’s 
REM  sleep.  These  include  the  dimin¬ 
ishing  of  REM-associated  paralysis, 
leading  to  increased  movements  dur¬ 
ing  REM,  which  may  lead  to  waking 
up.  In  addition,  shifts  from  REM  to 
other  stages  are  increased.  Thus,  nora¬ 
drenergic  system  activation  is  associ¬ 
ated  with  REM  fragmentation  (waking 
up  throughout  the  night,  reducing  the 
total  amount  of  time  spent  in  the 
deeper  levels  of  sleep).  Poor-quality 
REM  sleep,  in  addition  to  leading  to 
awakenings,  also  prevents  a  person 
from  processing  stressful  memories. 
This  leads  to  waking  up  more  often 
and  decreased  processing.  In  addition, 
NA  stimulation  is  associated  with  the 
lightening  of  types  of  sleep  other  than 
REM  and  increased  levels  of  corti- 
cotrophin  releasing  factor  (CRF). 
Corticotrophin  releasing  factor  is  a 
hormone  produced  by  the  hypothala¬ 
mus  that  leads  to  anxiety,  including  an 
increase  in  a  person’s  primitive  inter¬ 
nal  alarm  system.  Furthermore,  it 
leads  to  release  of  Norepinephrine  by 
noradrenergic  neurons,  which  in  turn 
leads  to  further  release  of  corti¬ 
cotrophin  releasing  factor,  again, 
increasing  a  person’s  anxiety  level. 

The  Role  Of  Medications 

All  this  suggests  that  medications  that 
interfere  with  the  noradrenergic  system 
might  be  useful  in  PTSD,  Clonidine  is 
one  such  medication.  It  is  an  activator 
(agonist)  of  the  type  2  alpha  receptor,  a 
receptor  that  decreases  noradrenergic 
neuron  release  of  Norepinephrine, 
Thus,  clonidine  causes  the  noradrener- 
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Sleep  Disturbances 


Medications  may  improve  sieep  and  decrease 
nightmares  whiie  psychotherapy  may  heip  with 
the  reprocessing  of  traumatic  thoughts.  Since  at 
ieast  some  good-quaiity  sieep  is  required  for 
optimai  reprocessing,  the  two  techniques  are 
iikeiycompiementary. 


gic  system  to  regulate  down.  Its  major 
use  in  medicine  is  to  treat  hypertension 
—hence,  hypotension  is  one  of  its  side 
effects.  Its  peak  effect  occurs  one  to 
three  hours  after  it  is  taken  by  mouth, 
and  a  usual  dosage  is  .2  to.4  mg.  Aside 
from  hypotension,  bad  side  effects  are 
dry  mouth,  drowsiness,  and  constipa¬ 
tion,  The  beneficial  effects  may  wear 
off  in  time,  requiring  an  increase  in  the 
dosage.  There  have  been  a  number  of 
reports  of  its  successful  use  for  those 
with  PTSD,  particularly  in  children. 

Recently,  most  studies  of  medica¬ 
tions  to  regulate  the  noradrenergic  sys¬ 
tem  have  focused  on  prazosin,  which 
blocks  the  alpha  1  receptor.  It  is  used 
for  hypertension  and  urinary  difficul¬ 
ties  that  are  secondary  to  a  non-life 
threatening  enlargement  of  the 
prostate.  Multiple  studies  of  this  med¬ 
ication  have  shown  its  use  for  the  treat¬ 
ment  of  PTSD,  particularly  for  the 
treatment  of  nightmares  and  sleep  dis¬ 
turbances.  Interestingly  enough,  it 
specifically  decreases  the  abnormal 
nightmares  that  occur  with  PTSD, 
Normal  nightmares  and  normal 
dreams  have  been  reported  to  increase 
after  its  administration,  as  stress-relat¬ 
ed  nightmares  decrease.  In  addition, 
using  it  has  led  to  a  decrease  in  diffi¬ 
culties  falling  asleep  and  staying 
asleep.  A  decrease  in  PTSD  symptoms 
other  than  those  associated  with  sleep 
and  decreased  ratings  of  depression 
have  also  been  reported.  One  study 
reported  that  prazosin  was  associated 
with  increased  total  sleep  as  well  as 
more  REM  sleep  (consistent  with 
return  of  normal  dreaming)  as  well  as 
an  increase  in  the  number  of  eye 
movements  during  a  period  of  REM 
sleep  and  less  time  between  falling 
asleep  and  the  first  period  of  REM 
sleep.  Patients  who  had  failed  to 
respond  to  other  treatments  (e.g,,  SSRIs 
tricyclic  antidepressants  (TCAs))  have 
responded  to  this  drug,  which  may 
indicate  the  superiority  of  prazosin  to 
these  other  treatments.  On  the  other 


hand,  since  in  many  trials  patients  con¬ 
tinued  on  previous  medications,  these 
results  may  indicate  prazosin’s  use  as 
an  additional  medication  to  SSRIs,  tri¬ 
cyclic  antidepressants,  and  others. 

While  many  of  the  trials  have  been 
open  trials,  a  number  of  them  have 
been  placebo-controlled  and  crossover, 
providing  compelling  evidence  for  the 
effectiveness  of  prazosin.  While  proto¬ 
cols  using  up  to  20  mg  have  been 
described,  most  studies  have  shown 
good  results  with  2  to  6  mg.  Higher 
doses  are  divided,  but  doses  of  2  to  6 
mg  are  given  at  bedtime.  A  test  dose  of 
one  mg  is  given,  with  the  dosage 
increased  every  3-7  days  as  needed 
until  effective  or  until  side  effects 
decrease.  While  some  patients  experi¬ 
enced  a  drop  in  blood  pressure  when 
standing,  many  of  these  were  also  on 
anti-hypertensives  or  other  cardiac 
medications.  Prazosin’s  peak  effect 
occurs  1  to  3  hours  after  being  taken  by 
mouth,  its  half-life  is  2  to  3  hours,  and 
its  effect  lasts  4  to  6  hours.  The  most 
common  side  effect  is  nasal  conges¬ 
tion,  with  hypotension  and  sedation 
being  rare.  Dosage  increases  may  occa¬ 
sionally  be  required.  A  return  of  sleep 
problems  occurs  when  a  person  stops 
using  prazosin,  consistent  with  pra¬ 
zosin  suppressing  nightmares  rather 
than  helping  in  the  processing  of  the 
underlying  traumatic  memories. 

Thus,  prazosin  has  demonstrated 
effectiveness  in  treating  sleep  distur¬ 
bances  and  nightmares  and  has  had  a 
favorable  effect  on  other  symptoms  of 
PTSD,  Whether  or  not  the  decrease  in 


symptoms,  other  than  sleep  symp¬ 
toms,  is  secondary  to  improved  sleep 
or  primary,  prazosin  should  be  consid¬ 
ered  a  first-line  medication  for  sleep 
disturbance.  It  avoids  the  potential  dis¬ 
advantages  of  other  agents  such  as  tri¬ 
cyclic  antidepressants,  monoamine 
oxidase  inhibitors  (MAOIs),  and  benzo¬ 
diazepines  (used  especially  as  tranquil¬ 
izers),  which  include  suicide  risk,  med¬ 
ical  adverse  effects,  and  in  the  case  of 
benzodiazepines,  substance  abuse,  and 
only  has  variable  effectiveness. 

Thoughts  in  the  Field 

Despite  the  attention  paid  to  sleep  dis¬ 
turbances  as  symptoms  that  occur 
with  PTSD,  certain  investigators  think 
the  importance  of  sleep  disturbances 
may  have  been  downplayed  and  that 
certain  types  have  been  neglected. 
They  contend  that  insomnia  and 
nightmares  should  be  considered  core 
symptoms  of  PTSD,  which  may  actual¬ 
ly  cause  and  perpetuate  the  disorder. 
Furthermore,  they  suggest  that  sleep- 
disordered  breathing  (SDB)  (abnormal 
breathing  patterns  that  interfere  with 
sleep)  and  periodic  arm  and  leg  move¬ 
ments  in  sleep  (PLMS)  are  important 
contributors  to  PTSD  sleep  distur¬ 
bances  and  have  been  largely  ignored. 

In  support  of  the  idea  that  sleep 
disturbances  may  cause  PTSD,  they 
cite  studies  reporting  that  sleep  dis¬ 
turbances  occurring  during  the  peri¬ 
od  of  the  stress  reaction  right  after 
the  stressful  event  are  strong  predic¬ 
tors  of  the  development  of  PTSD. 
There  is  even  a  report  that  sleep  dis- 
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turbances  occurring  before  the  stres' 
sor  may  predict  the  later  occurrence 
of  PTSD.  The  plausibility  of  these 
reports  is  supported  by  observations 
that  sleep  deprivation  is  well  known 
to  interfere  with  a  person’s  ability  to 
cope  in  general  and  to  impair  mood. 
Furthermore,  as  discussed,  normal 
sleep,  including  REM,  is  thought  to 
play  a  role  in  processing  memories 
of  trauma,  which  are  central  to 
PTSD.  All  of  these  may  increase  a 
person’s  vulnerability  to  PTSD. 
Consistent  with  this  possibility,  there 
are  reports  that  early  treatment  of 
sleep  disturbances  during  periods  of 
acute  stress  may  prevent  the  devel¬ 
opment  of  PTSD,  and  a  number  of 
studies  have  shown  that  treatments 
directed  at  sleep  disturbances  and 
nightmares  may  decrease  other 
symptoms  of  PTSD.  While  treat¬ 
ments  that  focus  on  traumatic  mem¬ 
ories  may  decrease  symptoms  of 
PTSD,  unless  attention  is  paid  to 
sleep  disturbances,  patients  often 
continue  to  suffer  from  insomnia 
and  nightmares,  which,  according  to 
these  models,  may  perpetuate  PTSD. 

The  possible  interactions  of  sleep 
disturbances  and  PTSD  are  compati¬ 
ble  with  several  models  of  the  relation 
of  stress,  sleep,  and  PTSD,  each  of 
which  may  hold  for  different  patients: 

1)  Sleep  abnormalities,  regardless  of 
cause,  predispose  one  to  the  develop¬ 
ment  of  PTSD  after  an  acute  stressor; 

2)  Sleep  abnormalities  resulting  from 
acute  stressors  may  cause  PTSD— i.e., 
sleep  disturbances  mediate  the  rela¬ 
tionship  between  acute  stress  and 
PTSD;  and  3)  Sleep  disturbances  and 
other  PTSD  symptoms  develop  in 
response  to  the  acute  stressor,  and 
sleep  disturbances  may  be  resistant  to 
standard  PTSD  therapies  that  do  not 
explicitly  deal  with  them.  If  any  of 
these  three  relationships  hold,  it  is 
clear  that  treatments  must  explicitly 
focus  on  sleep  disturbances  to  obtain 
optimal  results  with  PTSD, 


Fine-Tuning  Understanding 

Recent  studies  have  indicated  that  PTSD 
is  often  associated  with  sleep-disor¬ 
dered  breathing.  Two  explanations  for 
this  association  have  been  advanced, 
both  of  which  are  plausible  and  may  co¬ 
occur.  As  has  been  described,  sleep, 
including  REM  sleep,  is  broken  up  in 
patients  with  PTSD,  It  has  been  shown 
in  experimental  settings  that  such  sleep 
fragmentation  is  associated  with  an 
increased  tendency  for  airway  collapse. 
While  such  airway  collapses  may  not  be 
of  magnitude  to  cause  sleep  apnea  (a 
temporary  suspension  of  breathing 
occurring  repeatedly  during  sleep),  with 
its  easily  observable  arousals,  gasping 
for  breath,  snoring,  etc.,  they  can  cause 
hypopneas  (abnormally  slow,  shallow 
breathing),  which  trigger  microarousals 
that  serve  to  restore  sufficient  airflow— 
i.e.,  hypopneas  lead  to  further  sleep 
fragmentation.  This  is  known  as  upper 
airway  resistance  syndrome  (UARS), 
These  apneas  or  hypopneas  have  been 
shown  to  lead  to  nightmares  or  at  least 
to  impart  negative  emotional  tones  to 
the  dreams  associated  with  them.  Thus, 
it  is  clear  how  a  vicious  cycle  could 
result,  leading  to  both  nightmares  and 
fragmented  sleep. 

Disruptions  of  other  phases  of 
sleep  lead  to  lack  of  restorative  sleep 
(sleep  that  leaves  a  person  feeling 
that  he  or  she  has  had  a  good  night’s 
rest).  This  decrease  is  often  associat¬ 
ed  with  daytime  sleepiness  and/or  a 
lack  of  energy.  Other  signs  of  sleep- 
disordered  breathing  include:  morn¬ 
ing  headaches,  dry  mouth,  nocturia 
(waking  up  to  urinate),  and  cognitive- 
affective  disturbances,  which  include 
depression,  anxiety,  attentional  prob¬ 
lems,  and  memory  disturbances, 
among  others.  Since  upper  airway 
resistance  syndrome  may  require 
state-of-the-art  technology  for  its 
detection,  sleep-disordered  breathing 
often  remains  undetected  and  hence 
ignored.  Aside  from  the  technical  dif¬ 
ficulties  associated  with  the  detection 


of  subtle  forms  of  sleep-disordered 
breathing,  their  neglect  in  part  results 
from  the  tendency  of  both  doctors 
and  patients  to  focus  most  on  the 
psychological  aspects  of  PTSD  as  the 
explanation  of  symptoms,  including 
sleep  disturbances. 

It  has  been  proposed  that  in  at  least 
some  cases,  sleep  problems  that  persist 
after  psychological  and/or  pharmaco¬ 
logical  treatments  result  from  sleep-dis¬ 
ordered  breathing  continuing.  Indeed, 
it  has  been  shown  that  in  some  cases, 
treating  PTSD  by  continuous  positive 
airway  pressure  (CPAP)  alone,  which  is 
the  gold-standard  treatment  for  sleep- 
disordered  breathing,  and  without  any 
psychological  intervention,  not  only 
alleviates  sleep  problems  but  can  also 
cause  a  dramatic  relief  from  other  PTSD 
symptoms,  underscoring  the  potential 
causal  or  mediating  role  of  sleep  prob¬ 
lems,  including  sleep-disordered 
breathing  in  the  genesis  of  PTSD.  Since 
many  patients  with  PTSD  find  that  con¬ 
tinuous  positive  airway  pressure  may 
produce  claustrophobia  and  anxiety, 
conservative  approaches  such  as 
instruction  to  sleep  on  the  side  instead 
of  the  back,  attention  to  nasal  hygiene, 
or  the  use  of  nasal  dilator  strips  may  be 
used  first.  The  latter  techniques  clear 
the  nasal  passages,  thus  decreasing  air¬ 
way  resistance  and,  hence,  mini-col¬ 
lapses.  Periodic  limb  movements  in 
sleep,  which  disrupt  and  fragment 
sleep  are  also  increased  in  patients  with 
PTSD,  probably  due  to  increased  nora¬ 
drenergic  tone. 

Psychological  Treatments 

In  addition  to  medication  and  treat¬ 
ments  for  underlying  sleep-disordered 
breathing,  there  are  a  variety  of  psy¬ 
chological  approaches  to  the  treatment 
of  sleep  disturbances.  One  of  these, 
imagery  rehearsal  therapy  (IRT),  focus¬ 
es  on  the  symptom  of  disturbing  night¬ 
mares,  In  this  treatment,  patients  are 
taught  techniques  of  imagery  and  how 
to  apply  these  to  their  nightmares.  Two 
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types  of  instructions  have  been 
employed  that  are  equally  effective. 

In  one  of  these,  patients  are  asked  to 
remember  a  nightmare,  write  it  down, 
and  then  change  the  ending  in  any  way 
they  deem  helpful  and  rehearse  the 
new  “dream,”  This  is  often  done  in 
group  sessions.  This  technique  has 
been  shown  to  have  ongoing  positive 
effects  on  the  number  of  nightmares 
per  week  and  the  number  of  nights 
without  nightmares.  Furthermore, 
insomnia  is  often  improved  because  of 
the  decrease  in  sleep  disturbances 
resulting  from  nightmares  and  a 
decrease  in  protective  behaviors  adopt¬ 
ed  in  attempts  to  ward  off  nightmares. 
(These  protective  behaviors  include: 
delaying  bed  time,  getting  out  of  bed 
when  waking  rather  than  trying  to  get 
back  to  sleep,  sleeping  with  lights  on, 
substance  abuse,  and  others).  PTSD 
symptoms  often  decrease  as  sleep 
improves.  Some  patients  find  that 
imagery  rehearsal  is  stressful  and  may 
increase  fears.  These  negative  effects 
may  be  decreased  by  first  teaching 
patients  how  to  employ  pleasant 
imagery  and  having  them  start  with 
less  fear-inducing  dreams  (e.g.,  those 
not  dealing  explicitly  with  the  traumat¬ 
ic  events  and  limiting  imagery  rehears¬ 
al  therapy  to  one  dream  per  week). 

A  second  form  of  psychotherapy 
dealing  with  sleep  issues  is  Sleep 
Dynamic  Therapy®  (SDT),  which 
includes  a  multitherapeutic  focus  on 
sleep  issues  in  addition  to  imagery 
rehearsal  therapy  for  nightmares. 
Sleep  Dynamic  Therapy  consists  of  six 
two-hour  sessions  given  weekly  in  a 
group  format  with  an  emphasis  on 
psychoeducation  and  sleep-directed 
cognitive  behavioral  therapy  (CBT), 
Sleep-directed  cognitive  behavioral 
therapy  involves  identifying  stimuli 
that  either  interfere  with  or  help  with 
sleep,  together  with  identification  and 
abandonment  of  maladaptive  habits 
that  interfere  with  sleep.  The  psychoe¬ 
ducation  includes  identification  of 


symptoms  of  sleep  problems,  includ¬ 
ing  lack  of  restorative  sleep,  daytime 
sleepiness,  and  frequent  awakenings, 
etc,,  which  are  often  ignored  because 
of  the  other  obvious  symptoms  of 
PTSD.  In  addition,  proper  bedtime 
habits  (good  sleep  hygiene)  are  taught. 

Increasing  Understanding 

while  the  importance  of  nightmares  and 
insomnia  as  symptoms  of  PTSD  has  long 
been  appreciated,  it  is  increasingly 
becoming  apparent  that  this  may  be 
only  the  tip  of  the  iceberg.  Other  types  of 
sleep  abnormalities  such  as  sleep-disor¬ 
dered  breathing  and  periodic  limb 
movements  in  sleep  are  apparently 
common  and  may  play  a  role  in  insom¬ 
nia  or  nightmares.  Importantly,  not  only 
are  sleep  disturbances  major  sources  of 
distress  for  patients  with  PTSD,  but  they 
may  play  key  roles  in  causing  or  perpet¬ 
uating  the  disorder.  They  may  also  con¬ 
tribute  to  substance  abuse,  particularly 
of  alcohol.  While  alcohol  may  help 
patients  fall  sleep,  there  is  a  rebound 
awakening.  Furthermore,  sleep  worsens 
during  withdrawal.  These  factors  lead  to 
increasing  amounts  of  alcohol  con¬ 
sumption.  Fortunately,  there  are  an 
increasing  number  of  treatments  avail¬ 
able  for  sleep  disturbances  (e.g.,  imagery 
rehearsal  therapy.  Sleep  Dynamic 
Therapy,  pharmacotherapy,  and,  in 
some  cases,  continuous  positive  airway 
pressure).  Yet  in  order  for  these  treat¬ 
ments  to  be  effective,  the  sleep  problems 
must  be  noted.  While  it  is  hoped  that  cli¬ 
nicians  are  becoming  more  aware  of  the 
prevalence  and  importance  of  sleep  dis¬ 
turbances,  it  behooves  the  patient  to 
bring  them  forward  if  the  clinician  does 
not  focus  on  the  issue. 

Patients’  descriptions  of  sleep  dis¬ 
turbances  are  the  gold  standard  for 
their  identification.  While  polysomno- 
grapy  (EEC,  eye  movement,  and  mus¬ 
cle  activity  measurements  obtained 
during  sleep)  may  be  helpful  in  identi¬ 
fying  and/or  confirming  some  cases  of 
sleep  disturbances,  there  are  many 


false  negatives.  This  is  because  sleep 
laboratories,  and  even  home  monitor¬ 
ing,  induce  feelings  of  safety  in  many 
patients  with  PTSD,  The  partner  may 
supply  invaluable  information  regard¬ 
ing  sleep-disturbance  symptoms. 

Determining  a  Persen's  Optiens 

Further  studies  are  required  to  deter¬ 
mine  how  to  optimally  use  the  great 
variety  of  treatments  now  available  for 
sleep  disturbances,  including  night¬ 
mares,  associated  with  PTSD.  Among 
the  questions  requiring  answers  is  this 
one:  Is  there  one  “best”  treatment  or,  as 
is  more  likely,  are  different  clinical  pat¬ 
terns  associated  with  different  respons¬ 
es  to  a  given  treatment?  Medications 
may  improve  sleep  and  decrease  night¬ 
mares  while  psychotherapy  may  help 
with  the  reprocessing  of  traumatic 
thoughts.  Since  at  least  some  good- 
quality  sleep  is  required  for  optimal 
reprocessing,  the  two  techniques  are 
likely  complementary.  In  view  of  this, 
should  medications  and  psychological 
therapies  then  be  used  at  the  same  time 
or  in  sequence?  These  and  many  other 
questions  need  to  be  answered. 

Since  it  is  likely  that  different  treat¬ 
ments  and/or  their  combinations  may 
be  required  for  a  given  patient, 
patience  and  persistence  will  be 
required  while  sequential  trials  are 
performed.  But  it  is  fair  to  say  that 
this  should  be  done  with  a  spirit  of 
optimism  and  conviction  that  an 
effective  treatment  regimen  will  be 
found.  Not  only  may  such  treatments 
alleviate  a  decreased  quality  of  life  for 
individuals  due  to  sleep  disturbances, 
but  they  may  also  improve  other 
PTSD  symptoms.  • 
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He  has  a  private  practice  in  New  York  City.  He  is 
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Plant  the  Seeds  ef  Success 

for  Your  emu's  Post-Socondary  Education 

By  Zoe  Troutman  and  Jennifer  Farrell 


“Bloom  where  you  are  planted” 

is  sage  advice  that  parents  have 
passed  down  through  the  ages  to 
their  children.  It  is  especially  wise 
counsel  for  the  military  child  who 
faces  new  environments  on  a  regu- 
lar  basis.  But  in  today’s  complicat¬ 
ed,  fast-moving  world,  filled  with 
choices,  opportunities,  and  myriad 
pathways  from  which  students  with 
disabilities  may  choose  after  high 
school,  how  do  military  parents— 
or  any  parents  for  that  matter— find 
the  optimal  post-secondary  option 
for  their  child?  In  planting  a  patch 
of  ground,  much  thought  and  culti¬ 
vation  goes  into  planning  the  gar¬ 
den  before  the  first  seeds  are  sown. 
Likewise,  early  encouragement  and 
forethought  given  to  students,  with 
particular  attention  paid  to  master¬ 
ing  the  skills  of  self-determination 
and  self-advocacy,  will  better  posi¬ 
tion  them  for  success.  Being  a  pre¬ 
pared  gardener  will  help  you  avoid 
potential  pitfalls  and  problems  in 
your  student’s  transition. 

/As  the  exceptional  student  begins 
to  set  his  or  her  post-secondary  plan, 
it  is  essential  that  the  parents  shift 
from  the  role  of  "advocate"  to  the  role 
of  "supportive  partner  and  ally."  The 
student  must  learn  to  become  his  or 
her  own  advocate,  in  order  to  ensure 
success  at  the  post-secondary  level. 

Knowing  your  child’s  particular 
strengths,  identifying  appropriate 
post-secondary  options,  and  under¬ 
standing  the  laws  affecting  your 
choices  can  seem  daunting.  But  as 


any  good  gardener  can  tell  you,  will 
is  the  root  and  knowledge  is  the 
stem  and  leaf.  Knowledge  about 
your  individual  student  can  first  be 
gained  through  your  child’s  input 
and  feedback.  Encouraging  self- 
knowledge  can  result  in  a  refined 
understanding  within  your  student 
of  his  or  her  unique  abilities  and 
skills  and  the  possibilities  for  action 
within  his  or  her  control — and,  ulti¬ 
mately,  in  an  increase  in  both  con¬ 
fidence  and  competence.  Second, 
as  a  parent,  you  know  your  child’s 
abilities  and  preferences  best,  and 
this  adds  a  valuable  perspective  to 
your  bank  of  information.  The 
development  of  an  individual  learn¬ 
ing  profile,  in  conjunction  with 
career  assessment  and  vocational 
evaluation  tools  (available  commer¬ 
cially  and  through  your  school  sys¬ 
tem),  are  other  opportunities  for 
targeted  information  gathering. 
Last,  grow  your  store  of  knowledge 
by  digging  into  your  current  com¬ 
munity,  state,  and  federal  networks 
and  associations.  The  educated  gar¬ 
dener  knows  that  Information  is 
like  fertile  soil.  If  it  is  not  cultivated, 
nothing  can  be  harvested. 

Many  laws  and  regulations  govern 
colleges  and  universities.  In  the 
United  States,  all  institutions  of  higher 
learning  must  adhere  to  the  standards 
established  in  the  Family  Educational 
Rights  and  Privacy  Act  (FERPA).  Under 
the  standards  of  FERPA,  colleges  and 
universities  communicate  directly 
with  the  student,  treating  the  student 


as  an  adult  and  protecting  his  or  her 
privacy.  The  student  must  prepare  to 
become  his  or  her  own  advocate,  or 
grant  you,  as  the  parent,  access  to  his 
or  her  university  records  by  signing  a 
FERPA  waiver.  Some  colleges  and  uni¬ 
versities  will  offer  a  universal  FERPA 
waiver,  while  others  will  require  the 
student  to  authorize  release  of  infor¬ 
mation  each  and  every  time  the  infor¬ 
mation  is  being  shared  with  someone 
other  than  the  student. 

Having  prepared  the  soil  and 
learned  all  you  can  about  propaga¬ 
tion,  it  is  time  to  assemble  your 
team  and  tools.  Keeping  your  stu¬ 
dent  as  the  center  of  focus,  a  col¬ 
laborative  support  team  can  be 
formed  to  match  transition  services 
to  the  needs  of  your  military  child. 
Along  with  the  student  and  parents, 
this  collective  group  may  include 
special  and  general  education 
teachers,  counselors,  vocational 
education  counselors  and  case 
managers,  special  education  coor¬ 
dinators,  career  technical  education 
teachers,  administrators,  transition 
specialists,  and  service  providers. 
The  cooperative  gardener  will  find 
many  hands  make  light  work  when 
they  have  gathered  their  interdisci¬ 
plinary  team  with  access  to  the  best 
practices  and  current  resources. 

Under  the  Americans  with 
Disabilities  Act  (ADA)  of  1990,  all  col¬ 
leges  and  universities  are  required  to 
provide  proper  accommodations  to 
the  exceptional  student.  Cultivating  a 
relationship  with  the  Dean  of 
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Students  office  or  the  Student 
Services  staff  is  an  important  first  step 
when  assembling  your  team  and 
tools.  The  Dean  of  Students  office 
will  have  a  staff  member  who 
works  as  a  liaison  and  advocate  on 
behalf  of  exceptional  students; 
however,  your  student  must  self- 
identify  and  file  all  of  the  necessary 
documentation.  Building  this  rela¬ 
tionship  early  is  advised.  If  possible, 
meet  with  someone  in  the  Dean  of 
Students  office  during  your  initial 
campus  visit  or  orientation  session, 
and  continue  to  cultivate  that  rela¬ 
tionship  as  your  student  progresses 
through  the  college  experience.  Be 
sure  that  your  student  understands 
what  documentation  must  be  provid¬ 
ed  in  order  to  receive  necessary 
accommodations.  Be  aware:  The  doc¬ 
umentation  requirements  may  differ 
from  one  state  to  another,  so  be  sure 
to  work  very  closely  with  the  Dean  of 
Students  liaison. 

Whether  your  student  is  choos- 
ing  college  or  a  career/technical 
education  as  his  or  her  post-seC' 
ondary  aspiration,  designing  and 
following  a  landscape  map  is  criti¬ 
cal  to  successful  transition.  Plot  the 
long-  and  short-range  goals,  ambi¬ 
tions,  and  needs  (including  finan¬ 
cial,  transportation,  housing,  med¬ 
ical,  accessibility,  family  support, 
and  community  services)  of  your 
student  within  the  broad  categories 
of  career/vocation,  education,  inde¬ 
pendent  living,  and  leisure,  to  chart 
your  specific  pathway  to  a  favorable 
outcome.  Keeping  this  timeline  and 
set  of  steps  front  and  center  as  your 
blueprint  for  success  will  enable 
you  as  the  planning  gardener  to 
better  guide  the  transition  progress. 

Colleges  and  universities  offer  a 
multitude  of  planning  tools  in  order  to 
ensure  timely  completion  of  under¬ 
graduate  coursework.  Academic  advi¬ 


sors  will  work  with  the  student  to  cre¬ 
ate  a  plan  of  study  or  a  "four-year 
plan"  to  map  each  semester's  courses. 
The  student,  academic  advisor,  and 
parents  should  refer  to  this  course 
plan  at  least  once  a  semester,  prior  to 
course  registration,  in  order  to  track 
the  student's  progression  toward 
graduation. 

Changes  in  the  weather  and  soil 
conditions  can  drastically  affect  the 
best  Intentions  of  any  gardener,  so 
regular  review  and  revision  of  your 
military  student’s  transition  plan 
and  position  is  necessary.  Tracking 
your  child’s  progress — beginning 
with  the  first  Individualized 
Education  Program  (lEP)  meeting 
through  the  post-secondary  option 
identification  and  beyond — as  well 
as  recurring  communication  allows 
everyone  involved  in  the  transition 
activity  to  stay  connected  and  rele¬ 
vant,  and  better  able  to  address  and 
overcome  barriers  and  challenges 
as  they  are  confronted.  For  the  gar¬ 
dener,  without  constant  watchful 
care,  a  garden — any  garden — rapid¬ 
ly  returns  to  the  state  of  the  uncul¬ 
tivated  countryside  around  it. 

It  Is  important  that  your  family  rec¬ 
ognizes  the  transition  you  will  experi¬ 
ence  as  your  student  prepares  to 


enroll  in  a  post-secondary  institution. 
Your  family  must  communicate  open¬ 
ly  about  each  member's  expecta¬ 
tions  during  this  transition  period. 
Student  and  parents  should  dis¬ 
cuss  academic  and  social  expecta¬ 
tions  as  well  as  family  expecta¬ 
tions.  With  a  good  plan  and  the 
proper  support,  your  student  and 
family  will  quickly  adapt  and  begin 
to  flourish. 

As  we  encourage  and  inspire  our 
students  with  disabilities  to  realize 
their  objectives  after  high  school, 
the  common  goal  of  a  meaningful 
life  is  our  desire  for  all  students  and 
should  be  our  shared  purpose. 
Throughout  this  article,  assisting 
the  student  with  disabilities  in  their 
post-secondary  transition  has  been 
compared  to  conceiving,  planning, 
and  minding  a  garden.  In  the  end, 
both  endeavors  are  an  exercise  in 
optimism — sometimes  it  is  a  tri¬ 
umph  of  hope  over  experience. 
Whether  the  result  is  a  horticultural 
masterpiece,  or  only  a  modest  veg¬ 
etable  patch,  it  is  based  on  the 
expectation  of  a  glorious  outcome. 
This  hope  for  the  future  is  at  the 
heart  of  all  gardening. 

For  more  information  about  the 
Military  Child  Education  Coalition™ 
(MCEC’'“),  visit  www.MllitaryChild.- 
org;  Phone:  254-953-1923,  Fax: 
254-953-1925;  Military  Child 
Education  Coalition  108  East  EM 
2410,  Suite  D  Harker  Heights,  TX 
76548. • 


Zoe  Trautman,  a  former  elementary  school 
teacher,  resides  in  Burke,  Virginia.  She  has  been 
involved  with  community  and  family  programs 
throughout  her  husband's  Marine  Corps  career. 
She  is  an  active  volunteer,  instructor,  and  board 
member  with  the  Military  Child  Education 
Coalition™  (MCEC™). 


Jennifer  Farrell  is  a  college  counselor  and  a  mili¬ 
tary  spouse  currently  living  in  Okinawa,  Japan. 
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Wounded  Warriors  and 
Civilian  Communities: 

It  Is  Everyone’s  Responsibility 

By  Brenda  Murdough,  MSN,  RN-BC 


As  more  and  more  severely  wounded 

servicemembers  return  from  the  wars  in  Iraq 
and  Afghanistan,  the  challenge  of  caring  for 
these  individuals  and  their  families  has 
become  increasingly  taxing  for  the  existing 
Department  of  Defense  (DoD)  and  Department 
of  Veterans  Affairs  (VA)  healthcare  systems.  As 
the  VA  struggles  to  accommodate  the  increased 
demand  for  services,  patients  are  increasingly  being  referred 
to  civilian  practices.  Additionally,  many  servicemembers  are 
National  Guardmembers  and  Reservists,  who  are  not  eligible 
for  care  within  these  military  and  veterans  healthcare  sys¬ 
tems  and  will  have  to  return  to  their  civilian  healthcare 
providers.  Providing  the  vital  medical  and  mental  healthcare 
needed  for  all  those  affected  by  military  service  is  greatly 
challenging  the  existing  healthcare  resources  in  our  country. 
With  the  higher  survival  rates  of  wounded  from  the  current 
conflicts,  many  individuals  are  seeking  treatment  for  pro¬ 
foundly  complex  physical  and  mental  health  injuries  that 
have  not  been  dealt  with  before. 

Since  the  beginning  of  these  wars,  over  1.5  million 
servicemembers  have  been  deployed,  and  over  33,000 
have  been  severely  wounded,  suffering  battlefield 
injuries  that  in  previous  wars  and  conflicts  would  most 
likely  have  been  fatal.  However,  because  of  improve¬ 
ments  in  battlefield  medicine,  body  armor,  and  medical 
evacuation,  these  wounded  warriors  are  surviving.  But 
many  will  face  lifetime  challenges,  including  chronic 
pain  due  to  the  complexity  and  severity  of  their  wounds. 
Injuries  from  improvised  explosive  devices  (lEDs)  are 
causing  traumatic  brain  injury  (TBI),  traumatic  amputa¬ 
tion  (the  loss  of  a  body  part  that  occurs  as  the  result  of 
an  accident  or  trauma),  multiple  fractures,  shrapnel 
wounds,  and  post-traumatic  stress  disorder  (PTSD), 

These  injuries  often  leave  the  wounded  with  lifelong 
consequences,  including  chronic,  disabling  pain  and  the 


resulting  impact  on  their  ability  to  perform 
daily  activities  that  were  once  taken  for  grant¬ 
ed.  These  injuries  can  profoundly  impact  the 
overall  quality  of  life  for  an  individual  and  his 
or  her  family  system.  Many  times,  these  indi¬ 
viduals  are  young  adults  with  young  families, 
whose  lives  are  now  changed  and  challenged 
as  they  struggle  to  redefine  roles,  expecta¬ 
tions,  and  financial  responsibilities.  These  issues  are  fur¬ 
ther  compounded  as  the  individuals  and  caregivers  try  to 
obtain  effective  pain  management,  with  the  comprehen¬ 
sive,  integrated  options  that  are  necessary  for  optimal 
treatment.  The  wounded,  their  families,  and  their  care¬ 
givers  will  require  information,  resources,  and  the  sup¬ 
port  of  their  communities  to  ensure  that  these  individuals 
have  the  necessary  means  to  improve  pain  care  and  func¬ 
tion  and  to  regain  a  maximum  quality  of  life  after  surviv¬ 
ing  such  complex  and  severe  injuries. 

Right  now,  when  soldiers  are  wounded  in  combat,  the 
options  for  pain  management  are  limited.  Morphine  is 
often  the  only  choice  available  until  the  individual  can 
be  stabilized  for  transport  to  Landstuhl  Regional  Medical 
Center  in  Germany  or  to  another  facility.  When  untreat¬ 
ed  or  undertreated,  acute  pain  or  pain  resulting  from  a 
wound  can  often  predispose  a  person  to  developing 
chronic  pain  later.  Improvements  in  options  available  to 
wounded  servicemembers  could  help  to  deter  the  devel¬ 
opment  of  chronic  pain. 

Once  servicemembers  who  have  experienced  battle¬ 
field  wounds  are  stabilized  in  Germany,  transport  is 
arranged  to  one  of  the  medical  facilities  within  the  DoD, 
where  experts  in  combat  trauma  are  available  to  provide 
continued  care  and  rehabilitation.  These  facilities 
include:  Walter  Reed  Army  Medical  Center,  in 
Washington,  DC;  National  Naval  Medical  Center,  in 
Bethesda,  MD  (also  known  as  the  Bethesda  Naval 
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Hospital);  and  Brooke  Army  Medical  Center,  at  Fort  Sam 
Houston,  in  San  Antonio,  TX, 

Once  this  initial  care  is  completed,  if  servicemembers 
remain  on  active  duty  they  will  continue  their  care  with¬ 
in  the  DoD  healthcare  system.  If  they  are  medically 
retired  and  discharged  from  active  duty,  care  is  trans¬ 
ferred  to  the  VA  healthcare  system.  Currently,  there  are 
about  1 50  VA  facilities  and  about  800  outpatient  clinics 
available  to  provide  service.  However,  additional 
resources  will  be  needed  due  to  the  number  of  severely 
wounded  adding  to  the  already  increasing  demands 
from  an  aging  veterans  population.  Current  data  from 
non-severely  injured  servicemembers  from  Operation 
Iraqi  Freedom  (OIF)  and  Operation  Enduring  Freedom 
(OEF)  registering  for  VA  care  indicate  that  pain  problems 
will  be  among  the  most  common  complaints  for  all 
returning  servicemembers,  and  that  pain  prevalence 
may  surpass  rates  observed  following  the  Persian  Gulf 
War,  Wounded  servicemembers  returning  from  Iraq  and 
Afghanistan  are  expected  to  overwhelm  pain  clinics. 

Many  servicemembers  are  not  eligible  for  care  within 
these  systems  and  so  must  find  care  within  the  civilian 
healthcare  system  where  oftentimes  the  severity  of  the 
wounds  suffered  and  the  complicating  comorbid  condi¬ 
tions  (e.g.,  chronic  pain  and  PTSD)  are  unfamiliar  to  civil¬ 
ian  providers.  Additionally,  many  local  community  hos¬ 
pitals  and  healthcare  centers  are  currently  operating  at 
maximum  capacity,  making  an  increase  in  demand  for 
services  difficult  to  meet.  The  constrained  availability  of 
providers  who  specialize  in  pain  management  and  can 
provide  comprehensive  care  is  increasingly  problematic. 

Because  so  many  civilian  contractors  have  provided 
services  in  Iraq  and  Afghanistan,  contracting  companies 
are  also  finding  that  some  of  their  employees  are  expe¬ 
riencing  the  same  severity  of  wounds  as  military  per¬ 
sonnel.  These  individuals  are  not  eligible  for  care  with¬ 
in  the  DoD  or  the  VA  healthcare  systems  and  will  need 
to  rely  on  resources  within  their  communities  to  ensure 
management  of  chronic  pain  in  addition  to  the  other 
care  needed  for  their  wounds  to  heal. 

Due  to  the  extent  of  their  injuries,  pain  is  often  the  pri¬ 
mary  diagnosis  for  severely  wounded  servicemembers.  It 
requires  readily  available,  effective  options  to  decrease 
their  pain  and  improve  their  function  and  quality  of  life. 
When  pain  is  not  effectively  controlled,  the  individual  is 
affected  physically,  psychosocially,  spiritually,  and  fre¬ 
quently  economically,  due  to  loss  of  income. 

Unfortunately,  many  wounded  within  the  active-duty 
and  veteran  communities  with  chronic  pain  are  uncom¬ 


fortable  acknowledging  and  accepting  their  condition 
and  will  delay  seeking  treatment  for  chronic  pain.  They 
may  feel  there  is  a  stigma  attached  to  talking  about  pain, 
where  it  has  at  times  been  perceived  as  a  weakness  or  an 
inability  to  perform  their  job.  Many  times,  their  wounds 
are  not  physically  visible,  leaving  the  wounded  feeling 
embarrassed  about  discussing  or  communicating  with 
their  healthcare  provider  regarding  pain.  Yet  untreated 
pain  can  be  debilitating,  draining,  and  depressing  for  the 
individual,  leaving  him  or  her  feeling  isolated,  irritable, 
and  overwhelmed.  Caring  for  the  needs  of  family  mem¬ 
bers,  including  spouses  and  children,  requires  energy 
and  resources  that  their  bodies  frequently  simply  do  not 
have  as  they  attempt  to  cope  with  daily,  unrelenting  pain. 

Active-duty  servicemembers  and  veterans  have  a  high 
incidence  of  psychological  distress  and  other  medical 
comorbidities,  including  PTSD,  depression,  substance 
abuse,  and  suicide.  (A  comorbid  condition  is  one  that 
exists  simultaneously  with  another  medical  condition.) 
Chronic  pain  often  goes  hand  in  hand  with  PTSD  and 
depression.  Left  untreated,  these  conditions  can  be  over¬ 
whelming  to  the  individual.  Encouraging  those  who  are 
wounded  and  suffering  from  chronic  pain  to  seek  care  is 
only  the  first  step.  There  also  must  be  resources  available 
within  all  of  the  healthcare  systems  and  the  communities 
who  care  for  the  wounded  to  provide  consistent,  effective, 
readily  available  options  for  pain  treatment  and  care. 

Untreated  or  undertreated  pain  can  impact  individu¬ 
als,  family  members,  and  caregivers  as  they  struggle  to 
cope  with  the  burdens  of  military  separation  and  subse¬ 
quent  war-related  stress  as  well  as  these  painful,  debili¬ 
tating  injuries.  Spouses  are  often  the  first  to  open  lines 
of  communication  regarding  how  pain  affects  their 
loved  one  and  their  ability  to  perform  activities  and 
enjoy  life.  Unfortunately,  they  are  also  often  the  ones 
who  suffer  along  with  the  person  in  pain.  Family  mem¬ 
bers,  including  children,  will  often  have  to  perform  jobs 
or  tasks  that  the  wounded  are  no  longer  able  to  perform, 
because  they  are  just  too  painful.  Physical  disability  may 
also  prevent  them  from  performing  extra  activities  they 
once  enjoyed.  Family  resources  may  be  stretched 
beyond  current  capabilities,  physically  and  financially, 
increasing  the  stress  levels  for  spouses  and  children. 
Divorce  rates  have  increased  among  returning  veterans, 
and  this  is  affecting  children.  Teachers,  clergy,  and  other 
community  service  groups  will  see  an  increase  in  mem¬ 
bers  who  are  affected  by  chronic  pain. 

Communities  must  rally  around  their  war-wounded.  As  indi¬ 
viduals  and  families  struggle  to  adjust  to  the  effects  of  having 
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suffered  combat  wounds  and  the  ongoing  pain  that  so  often 
accompanies  them,  treatment  options  need  to  be  developed 
and  made  available  so  that  the  cascade  of  detrimental  effects 
from  untreated  or  undertreated  pain  is  lessened  or  eliminated. 

This  means  that  all  healthcare  systems  need  to  be 
proactive  in  educating  the  professionals  who  will  care  for 
these  wounded  warriors  about  the  most  effective  options 
for  treating  the  complexity  and  severity  of  their  pain. 
There  also  must  be  resources  for  providing  improvement 
in  access  to  care,  and  a  decrease  in  wait  times  within  the 
DoD,  VA,  and  community  healthcare  systems. 

Research  on  acute  and  chronic  pain  care  needs  to  be 
supported  to  explore  the  most  effective  methods  of  man¬ 
aging  pain,  given  the  unique  combat  injuries  suffered 
today.  Education  and  support  for  the  individual,  his  or 
her  spouse,  and  other  family  members,  including  chil¬ 
dren  and  caregivers,  need  to  be  made  available  so  that 
they  understand  the  most  effective  way  to  communicate 
with  their  healthcare  provider,  advocate  for  the  care  they 
need  and  deserve,  and  reduce  their  sense  of  isolation. 

Communities  need  to  raise  awareness  of  the  impact  of 
untreated  and  undertreated  pain  and  enact  legislation  to 
support  programs  and  facilities  to  ensure  that  resources 
and  support  are  available  to  active-duty  and  other  mili¬ 


tary  servicemembers,  to  veterans,  and  to  civilians  who  " 
have  suffered  painful  injury  during  combat  as  well  as  all 
of  those  within  their  circle  of  care.  ’  ■  ■ , 

For  additional  information,  resources,  online  support  and  .  '  j 
discussions,  and  ways  to  become  involved  with  current  leg-  I 

islation  to  support  those  who  experience  ongoing  pain,  and 
their  families  and  caregivers,  please  contact  the  American 
Pain  Foundation  at  http://www,palnfoundation,org,  or  at: 

201  North  Charles  Street,  Suite  710,  Baltimore,  MD  21201-  .  ; 

4111;  1-888-615-7246;  info@painfoundation.org. 

Founded  in  1997,  the  American  Pain  Foundation 
(APF)  is  an  independent,  nonprofit  501  (c)3  organization 
serving  people  with  pain  through  information,  advoca- 
cy,  and  support.  APF’s  mission  is  to  improve  the  quality 
of  life  of  people  with  pain  by  raising  public  awareness, 
providing  practical  information,  promoting  research, 
and  advocating  to  remove  barriers  and  increase  access 
to  effective  pain  management.  • 


Brenda  Murdough,  MSN,  RN-BC  currently  serves  as  the  American  Pain 
Foundation's  coordinator  of  the  Military/Veterans  Initiative  where  she 
advocates  for  pain  management  needs  of  veterans  and  military  person¬ 
nel,  their  family  members,  and  caregivers.  Brenda  has  a  Master  of  Science 
degree  in  nursing  and  is  board  certified  in  pain  management. 


Thank  You  to  Our  Veterans 

and  to  Those  Currently  Serving 

Veterans  Day  is  Tuesday,  November  11 

On  this  Veterans  Day,  November  11,  2008,  EP  would 
like  to  thank  all  of  the  men  and  women  who  have 
served  and  who  are  currently  serving  in  the  United 
States  Military  and  in  Homeland  Security,  We  thank 
you,  servicemen  and  servicewomen,  wives  and  hus¬ 
bands,  sons  and  daughters.  We  thank  you,  mothers 
and  fathers,  grandmothers  and  grandfathers,  aunts  and 
uncles,  girlfriends  and  boyfriends,  cherished  friends, 
all  who  love  someone  who  has  served  or  who  is  cur¬ 
rently  serving.  We  know  that  each  of  you  is  affected  by 
the  way  of  life  and  uncertainty  that  is  unique  to  mili¬ 
tary  service.  We  appreciate  your  courage,  commit¬ 
ment,  and  your  daily  sacrifices.  We  offer  you  our 
heartfelt  wishes  for  your  daily  care  and  protection. 

May  you  all  be  safe  and  prosperous. 
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Z  R&R — Return  and 

.  .  By  Jodi  O’Donnell'Ames 


In  the  September  edition 

of  Exceptional  Parent  magazine,  I  wrote 
the  article,  “Coming  Home  Different.” 
That  particular  article  was  geared 
toward  teens  of  returning  soldiers,  sug¬ 
gesting  tips  to  make  the  transition  eas¬ 
ier  for  you,  your  parents,  and  your 
family.  Amid  my  suggestions,  1  prom¬ 
ised  that  1  would  be  back  with  a  second 
article.  Here,  in  “R&R  —  Return  and 
Reunion,”  I  again  concentrate  on  YOU 
and  YOUR  specific  needs,  this  time 
when  reuniting  with  your  parent. 

While  conducting  my  research  for 
R&R,  I  found  out  both  good  and  bad 
news.  Which  would  you  like  first? 
Good!  The  good  news  is  that  I  had 
plenty  of  materials  to  leaf  through 
regarding  this  topic,  (challenges  expe¬ 
rienced  by  teens  of  deployed  and 
returning  soldiers).  This  fact  means 
two  things:  1)  that  many  of  us  recog¬ 
nize  that  children  and  teens,  in  addi¬ 
tion  to  adults,  feel  the  effects  of  war 
and  2)  that  there  are  available 
resources  to  help  and  support  you  and 
your  family  during  this  adjustment 
process.  That’s  all  good  to  know.  So, 
what’s  the  bad  news  (not  really  bad, 
just  a  fact)?  The  challenge  is  not  easy, 
and  it  requires  some  more  homework 
on  your  part.  I  have  actually  done  most 
of  the  research  for  you.  I’ve  listed  some 
very  supportive  Web  sites;  your  home¬ 
work  is  to  check  them  out. 

Although  we  all  don’t  admit  it,  it  feels 
good  to  be  acknowledged  and  appreci¬ 
ated.  Recently,  Sesame  Street  and  the 
USO  (United  Service  Organizations)  col¬ 
laborated  to  create  “The  Sesame  Street 
Experience,”  a  show  developed  to  help 
young  children  cope  with  parents’ 
deployment.  (Now,  don’t  get  offended; 
I’m  not  calling  you  a  young  child.  Just 


hear  me  out.)  In  an  article  written  by 
Samantha  Quigley,  called,  “America 
Supports  You;  Elmo  Visits  Military  Kids 
to  Help  With  Deployment  Stress,” 
Edward  A,  “Ned”  Powell,  USO  president 
and  chief  executive  officer,  says,  “Why 
not  say  thank  you  to  the  littlest  mem¬ 
bers  of  the  armed  forces?”  While  you’re 
not  the  “littlest”  members,  I  would  like 
to  do  the  same  for  you.  I’m  not  as  cute 
as  Elmo,  but  I  believe  that  teens  of  ser¬ 
vicemen  and  servicewomen  should  be 
acknowledged  for  their  roles  as  military 
family  members.  It  is  not  an  easy  role, 
and  I  commend  you  for  facing  the  chal¬ 
lenge  and  doing  your  best. 

With  that  in  mind,  let’s  get  back  to 
your  needs.  Your  parent  was  deployed, 
you  impatiently  awaited  their  return, 
now  he  or  she  is  home  and  everything  is 
just  perfect,  right?  Well,  not  everything. 
I’m  sure.  Perhaps  you  just  got  used  to  the 
routine  of  deployment,  and  now  you 
must  switch  gears  once  again.  The  reali¬ 
ty  is  that  your  parent  probably  changed 
during  deployment  and  that  you  proba¬ 
bly  have,  too.  You  may  have  changed 
physically  (gotten  taller,  stronger),  and 
you  most  likely  changed  emotionally  as 
well.  You  may  have  matured  during  that 
time,  out  of  necessity,  and  become  more 
independent.  Your  mom  or  dad  remain¬ 
ing  at  home  with  you  needed  additional 
help,  so  being  a  young  adult,  you  chipped 
in.  In  addition  to  the  normal  teen  issues, 
you  had  to  deal  with  a  teenage  “tour  of 
duty,”  and  it  wasn’t  easy.  Below  are  some 
ideas  to  help  you  cope  with  your  new 
challenge— return  and  reunion. 

Expressing  Your  Needs 

There  are  many  things  that  you  need  in 
order  to  be  at  your  best  (no,  not  a 
Wii™— sorry.)  Your  immediate  needs  are 


Reunion 


shelter,  food,  love,  and  good  health. 
Adding  to  the  list,  positive  communica¬ 
tion,  and  good  relationships  and  experi¬ 
ences  would  be  nice.  I  am  confident 
that  your  family  provides  your  basic 
needs,  so  you  are  already  ahead  of  the 
game.  Let’s  concentrate  on  the  addition¬ 
al  needs  during  this  reunion  period. 

I’m  certain  that  you  have  expectations 
for  your  family  once  a  tour  is  over.  Unless 
your  parents  are  mind  readers,  there’s 
only  one  way  for  them  to  understand 
those  expectations— tell  them!  It’s  usual¬ 
ly  extremely  easy  to  talk  to  your  friends. 
As  a  matter  of  fact,  you’re  doing  it  all  the 
time.  Through  texting,  phoning,  and 
instant  messaging,  you  and  your  friends 
maintain  a  close  relationship  and  are  in 
the  know.  You  know  who  likes  whom, 
who  is  sad  today,  who  might  be  relocat¬ 
ing  next  year.  All  this  information  pro¬ 
vides  topics  for  discussion. 

Keeping  an  open  line  of  communica¬ 
tion  with  a  parent  or  adult  is  typically  not 
so  easy.  As  a  matter  of  fact,  you  might  get 
aggravated  when  an  adult  asks  personal 
questions  or  even  not-so-personal  ques¬ 
tions.  When  parents  and  adults  ask  ques¬ 
tions,  it  may  seem  like  they’re  prying.  But 
they  could  just  be  excited  about  YOUR 
interests.  Regardless,  it’s  important  to 
keep  the  lines  of  communication  open. 
And,  the  topic  doesn’t  always  have  to  be 
about  you!  You  can  ask  about  their  day, 
job,  or  hobbies,  also. 

When  you  are  ready  to  approach 
your  parent  or  parents  about  your 
needs  during  the  adjustment  period, 
timing  is  everything.  Choose  a  quiet 
time  and  a  place  free  of  distractions. 
Turn  off  your  cell  phone,  the  television, 
and  any  other  form  of  distracting  com¬ 
munication.  Rely  on  the  old-fashioned, 
dependable  means— verbal  dialogue. 


82  November  2008  •  EP  MAGAZINE/www.eparent.com 


Remember  to  be  honest  but  not  disre- 
spectful.  When  something  is  offensive,  it 
may  not  be  what  is  said  but  rather  how  it’s 
said.  Parents,  like  teens,  can  be  sensitive 
to  negative  language.  Avoid  yelling  or 
being  sarcastic  when  addressing  a  parent 
or  adult.  Try  not  to  play  the  blame  game. 
Use  the  word  “1”  instead  of  “you.”  For 
example,  instead  of  saying,  “You  have 
been  gone  for  so  long,  and  now  you  never 
make  time  for  me  because  you’re  always 
busy  playing  golf,”  try  saying,  “My  tee 
shot  got  rusty  while  you  were  gone— 1 
was  wondering  if  you  could  help  me  get 
a  few  extra  yards  out  of  my  swing?”  Now 
the  conversation  is  in  the  parent’s  favor. 
You  are  letting  your  parent  know  that  you 
missed  him  or  her.  You  were  honest,  but 
not  disrespectful,  in  your  communica¬ 
tion.  This  makes  the  dialogue  more  of  a 
conversation  and  less  of  a  confrontation. 
And  if  all  else  fails,  text  them! 

Reaching  Out,  Reaching  High 

Relationships  are  very  important  to 
your  well-being.  As  a  teen,  you  need 
ample  time  with  your  family,  but  you 
also  need  independent  and  alone  time 
with  your  friends.  You  depend  less  and 
less  on  your  parents  every  day  and  are 
formulating  patterns  for  your  own 
adulthood.  Now  that  a  parent  is  back, 
you  may  have  more  freedom  to 
explore  your  interests  and  skills. 

There  are  thousands  of  teens  who  are 
in  your  same  situation.  You  can  read 
about  their  experiences  on  the  Web  sites 
listed  in  the  accompanying  sidebar. 
Don’t  be  afraid  to  try  another  teen’s  suc¬ 
cessful  approach.  Remember  the  adage 
by  Charles  Caleb  Colton,  “Imitation  is 
the  sincerest  form  of  flattery.” 

Hanging  Out  With  Hohhies 

Just  because  it’s  not  cool  to  be  within 
five  feet  of  your  parents  publicly  does¬ 
n’t  mean  that  you  don’t  need  them  or 
want  to  be  with  them.  Unless  they’re 
psychic,  your  parents  might  not  know 
that  you’re  disappointed  when  they 
rekindle  their  relationship  and  leave 
you  home  to  babysit  your  younger  sib¬ 


Helpful  Web  Sites 

By  Jodi  O’Donnell'Ames 

•  http;//www.armyfrg.org  (Family  Readiness  Group  (FRG)) 

Once  there,  go  to  Featured  Links  and  click  on  MyArmyLifeToo.  Read  about  the  many  wonderful  services 
that  are  offered  to  help  you  with  deployment  and  reunion.  Under  the  Top  Links  column,  I  got  to  read 
about  Operation  Military  Klds-"the  U.S.  Army's  collaborative  effort  with  America's  communities  to 
support  children  and  youth  Impacted  by  deployment."  Cool  stuff  happening  to  help  you  copel  You  can 
also  read  about  how  other  teens  cope  with  deployment  and  return. 

•  http;//www.armyf  rg.org/skins/teens/  main.aspx 

This  is  a  Web  site  created  just  for  teens.  It  also  contains  links  for  children  and  tweens,  too,  so  tell  your 
siblings.  It  Is  provided  and  maintained  by  the  Family  Readiness  Group  (FRG)  and  can  be  reached  via  the 
FRG  home  page. 

•  http;//www.ourmilitarykids.org 

I  always  ask  my  teens,  does  your  fun  always  have  to  deplete  my  wallet?  Well,  if  you  like  to  have  fun  and 
don't  have  the  financial  freedom  to  always  do  so,  this  Web  site  demands  your  attention.  According  to  the 
Our  Military  Kids  nonprofit  organization,  children  need  "comfort,  stability,  routine,  and  fun."  I  second 
that.  For  this  precise  reason,  Linda  Davidson  and  Gail  Kruzel  founded  Our  Military  Kids  in  2004.  Their 
goal  is  to  grant  fun  opportunities  to  school-aged  children  of  National  Guard  and  Military  Reserve 
servicemembers.  Our  Military  Kids  provides  grants  (quickly,  tool)  for  sports,  fine  arts,  tutoring,  and  even 
space  camp  and  driver's  education  training.  When  you  contact  them,  they'll  thank  you  for  your  service  as 
a  military  child  or  teen.  Go  for  Itl  (Call  866-691-6654) 

•  http;//www.nmfa.org 

Having  fun  Is  Important.  Did  you  know  that  there's  a  camp  just  for  you?  It's  called  Operation  Purple 
Camp.  (Look  for  the  link  In  the  box  on  the  righthand  side  of  the  National  Military  Family  Association 
home  page.)  Yes,  this  summer  has  passed,  but  you  can  start  planning  for  next  year's  fun  (there's  an 
application  posted  online).  In  the  summer  of  2008,  there  were  100  weeks  of  camp  held  In  62  locations  In 
37  states  and  territories.  The  camp  is  free  and  is  a  weeklong  overnight  camp.  It  is  open  only  to  military 
families.  All  week  long,  you'll  have  fun  while  learning  ways  to  deal  with  war-related  stress.  The  best  part 
is  that  your  experience  will  be  similar  to  that  of  the  other  teens  you  will  meet. 

•  http;//www.aap.org/sections/uniformedservices/deployment/index.html 

The  AAP  Military  Youth  Deployment  Support  Web  site  has  been  designed  by  the  American  Academy  of 
Pediatrics  to  support  military  youth  and  their  families.  This  site  includes  excellent  links,  one  of  which  is 
http://www.militarystudent.org,  and  helpful  publications,  such  as.  Finding  My  Way:  A  Teen's  Guide  to 
Living  with  a  Parent  Who  Has  Experienced  Trauma,  by  Michelle  D.  Sherman,  PhD  and  DeAnne  M.  Sherman. 


You,  too,  are  an  important  member 
of  the  military  serving  our  country. 
Read  the  Military  Child  Bill  of  Rights 
(http://www.nmfa.org)  and  celebrate 
your  job  well  done.  And  remember  that 
Hope  Loves  Company!  • 


Jodi  O'Donnell-Ames  is  the  founder  of  the 
organization,  Hope  Loves  Company  (HLC).  HLC 
seeks  to  provide  daily  living  support  to  children 
and  young  adults  confronting  traumatic  events, 
such  as  death  or  illness  of  a  loved  one  as  well  as 
more  common  conditions,  such  as  stress  or  peer 
pressure.  The  mission  of  HLC  is  to  provide  empa¬ 
thy,  education,  and  understanding  to  children 
and  their  families. 


lings.  If  time  with  one  parent  or  both 
would  make  you  happy,  speak  up! 
Quality  time  is  an  important  part  of  the 
reunion.  Believe  me,  when  any  one  of 
my  teens  asks  me  to  do  something,  1 
jump  on  the  chance  to  bond. 

Now  is  an  ideal  time  to  start  a  hobby 
with  your  parent.  Find  a  common 
interest  and  sign  up  for  a  class  or  just 
dabble  at  home  at  your  leisure.  You 
and  your  parent  will  have  fun  and 
plenty  to  talk  about  while  gaining 
skills.  It’s  a  wonderful  opportunity  to 
get  reacquainted.  Hey,  and  you  could 
alwavs  work  on  that  rustv  tee  shot! 
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Thank  You  to  Our  Veterans 

and  to  Those  Currently  Serving 

Veterans  Day  is  Tuesday,  November  11 

On  this  Veterans  Day,  November  11,  2008,  EP  would 
like  to  thank  all  of  the  men  and  women  who  have 
served  and  who  are  currently  serving  in  the  United 
States  Military  and  in  Homeland  Security.  We  thank 
you,  servicemen  and  servicewomen,  wives  and  hus¬ 
bands,  sons  and  daughters.  We  thank  you,  mothers 
and  fathers,  grandmothers  and  grandfathers,  aunts  and 
uncles,  girlfriends  and  boyfriends,  cherished  friends, 
all  who  love  someone  who  has  served  or  who  is  cur¬ 
rently  serving.  We  know  that  each  of  you  is  affected  by 
the  way  of  life  and  uncertainty  that  is  unique  to  mili¬ 
tary  service.  We  appreciate  your  courage,  commit¬ 
ment,  and  your  daily  sacrifices.  We  offer  you  our 
heartfelt  wishes  for  your  dally  care  and  protection. 

May  you  all  be  safe  and  prosperous. 
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Bridging  the  Gap 

Advocating  for  Your  Child  With  Autism 

By  Shelly  and  Mark  Huhtanen 


The  Huhtanens  are  a  military  family 

who  are  rising  to  the  challenges  of  their  son’s  recent 
autism  diagnosis,  and  the  Huhtanens  say,  “Even  though 
it  has  been  difficult  and  frustrating  at  times...,  we  have 
realized  that  it  has  brought  us  closer  as  a  family.”  Their 
story  follows. 


Our  son  Broden  was  diagnosed  with  autism  in  May 
of  this  year.  My  husband  and  1  have  been  in  the  process 
of  coping  with  our  son’s  diagnosis.  We  have  been  try¬ 
ing  to  stay  afloat,  facing  the  steep  learning  curve  of 
interpreting  and  understanding  TRICARE  regulations, 
Applied  Behavior  Analysis  (ABA),  and  biomedical 
options.  We  have  also  wanted  to  ensure  that  our  older 
son,  Hayden,  knows  he  is  just  as  important  to  us  as 
ever.  It  has  been  a  bumpy  road,  but  we  have  already 
learned  quite  a  bit  along  the  way.  My  husband  and  I 
want  to  share  our  ideas  so  that  other  parents  can  use 
this  information  to  their  benefit  if  their  child  should 
receive  a  diagnosis  similar  to  Broden’s. 

The  most  frustrating  thing  for  us  has  been  a  consis¬ 
tent  lack  of  communication  among  medical  agencies 


and  providers.  It  seemed  that  if  we  went  to  one 
provider  for  assistance,  they  were  unable  to  provide  us 
with  a  solid  answer  on  where  to  go  next.  They  either 
said,  “We  can’t  help  you.  Go  back  to  your  family  physi¬ 
cian,”  or  “We  are  not  allowed  to  give  you  our  opinion. 
Go  back  to  your  family  physician.”  Our  family  physi¬ 
cian  would  scratch  her  head  and  then  send  out  a  few 
more  referrals  to  other  providers  to  see  if  they  could 
pinpoint  a  diagnosis  for  Broden.  There  was  no  smooth 
communication  system  that  helped  us  as  parents  to 
receive  a  timely  diagnosis  for  our  son.  In  our  experi¬ 
ence,  even  after  receiving  the  diagnosis  of  autism,  a 
lack  of  good  communication  among  the  medical  teams 
and  the  therapy  providers  continues. 

After  analyzing  our  family’s  experience — from  the 
time  we  thought  something  was  wrong  with  Broden,  to 
the  time  of  diagnosis — we  decided  there  were  certain 
things  we  wanted  parents  to  know  if  they  think  their 
child  could  have  severe  delays  or  have  autism: 

•  Understand  the  milestones  of  your  child’s 
development. 

•  Be  proactive  in  seeking  medical  care  for  your  child. 

•  Know  what  to  do  if  you  receive  a  diagnosis  of  autism. 

•  Take  care  of  each  other. 

Understanding  Your  Child's  Development 

It  is  important  for  parents  to  understand  their  child’s 
development.  Well-baby  checkups  are  important  to 
ensure  your  child  is  meeting  all  of  the  critical  mile- 


Brothers  and  best  friends, 
Hayden  and  Broden  Huhtanen 
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stones  in  his  or  her  life,  but  every  physician  is  different. 
In  my  experience  with  both  of  my  boys,  we  sometimes 
saw  a  more  “strict”  pediatrician  or  a  pediatrician  that 
said,  “Oh,  let’s  just  see  what  happens.”  I  realized  that 
with  Broden,  it  was  up  to  me  as  the  parent  to  say,  “No  ... 
let’s  not  wait  to  see  what  happens.  Who  do  I  make  an 
appointment  with  to  see  if  I  should  be  concerned  about 
my  son’s  development?” 

When  we  went  to  our  son’s  developmental  pediatric 
appointment,  the  developmental  pediatrician  told  me 
his  motor  skills  were  delayed.  She  pointed  to  his  chart 
firmly,  and  said,  “This  is  not  normal.”  I  told  her  I  had 
taken  Broden  to  every  well-baby  checkup  that  was 
required.  How  did  he  fall  through  the  cracks?  Again,  I 
realized  it  was  up  to  me.  In  the  future,  it  was  going  to 
have  to  be  my  job  to  ensure  that  I  was  knowledgeable 
about  my  son’s  milestones,  because  I  could  not  assume 
that  the  pediatrician  will  be  as  proactive  as  I  need  him 
or  her  to  be.  I  am  learning  to  always  ask  questions.  If 
your  doctor  seems  annoyed  with  your  questions,  then 
find  another  doctor  who  will  not  be. 

Being  Proactive 

Once  I  realized  that  my  son  had  delays  and  that  he 
needed  to  be  seen  by  a  developmental  pediatric  team,  I 
knew  it  was  up  to  me  to  ensure  that  he  was  seen  as  soon 
as  possible.  I  was  shocked  to  find  out  that  there  was  a 
six-month  to  one-year  wait  for  children  to  be  seen. 

After  I  went  to  my  physician  to  get  a  referral,  I  did¬ 
n’t  call  just  one  hospital  to  make  an  appointment,  I 
called  many.  In  the  beginning,  they  did  not  allow  me 
to  talk  to  someone  on  the  phone.  I  had  to  leave  a 
detailed  message  about  my  son,  and  then  they  would 
call  me  back.  I  realized  that  this  was  going  to  be  a  long 
process.  I  couldn’t  just  call  and  get  an  appointment 
like  I  would  call  a  hair  salon  to  get  my  hair  cut.  It  took 
days  for  these  medical  centers  to  call  me  back  and  to 
answer  my  questions. 

The  first  question  I  would  ask  was,  “How  long  is  the 
wait?”  I  would  then  ask,  “Do  you  take  TRICARE?”  and 
then,  lastly,  “Can  I  get  on  a  cancellation  list?”  After  I  had 
talked  with  them,  they  would  mail  me  a  long,  detailed 
packet  of  information  I  needed  to  fill  out  about  Broden. 
Then,  I  had  to  send  it  back.  After  reviewing  the  infor¬ 
mation  packet,  they  would  call  me  with  an  appoint¬ 
ment.  As  they  would  tell  me  the  process,  I  would  look  at 
the  calendar.  I  felt  this  Imaginary  clock  in  my  head  just 
ticking.  As  his  mother,  I  felt  a  sense  of  urgency.  The 
longer  the  wait,  the  longer  this  clock  would  tick.  In  my 
mind,  time  was  starting  to  run  out.  He  had  just  turned 
two  years  old.  We  needed  to  find  out  what  was  going 
on.  I  was  struggling  to  find  someone  who  answered  the 


phone  to  have  the  same  urgency  in  his  or  her  voice  that 
I  had  for  my  son.  This  made  me  very  angry. 

Eventually,  my  son  was  able  to  get  in  to  see  the  devel¬ 
opmental  team  early,  because  we  were  on  the  cancella¬ 
tion  list.  I  can’t  stress  to  parents  enough  that  something 
as  simple  as  asking  to  be  on  a  cancellation  list  can  make 
such  a  difference. 

Another  way  to  be  proactive  is  to  research  and  net¬ 
work  with  other  parents.  I  started  to  research  autism 
the  day  I  suspected  this  could  be  Broden’s  diagnosis.  I 
tried  to  learn  as  much  as  I  could,  including  information 
about  therapies  that  were  successful  in  helping  chil¬ 
dren  with  autism.  One  of  the  best  things  I  have  done  is 
to  talk  about  it.  At  times,  people  do  not  want  to  talk 
about  what  is  going  on  in  their  lives.  If  parents  feel  this 
way,  they  should  consciously  work  on  discussing  this 
with  others.  The  more  friends  who  know  about  your 
child,  the  more  opportunities  there  are  to  meet  other 
families  who  are  going  through  similar  experiences. 

A  good  friend  of  mine  Introduced  me  to  someone  she 
knew  in  her  neighborhood  whose  son  has  autism.  Once 
I  started  talking  with  her,  I  felt  so  much  more  empow¬ 
ered.  I  could  relate  to  her,  and  she  gave  me  lots  of  prac¬ 
tical  information  on  how  to  help  Broden.  She  then  intro¬ 
duced  me  to  another  person  who  also  had  a  son  diag¬ 
nosed  with  autism  but  whose  son’s  diagnosis  was  even¬ 
tually  dropped.  Finally,  I  could  see  a  child  who  was  diag¬ 
nosed  with  autism  at  two  years  of  age,  yet  at  five  years 
of  age  showed  no  signs  of  autism.  What  a  privilege  it  was 
to  meet  him.  I  knew  there  was  hope.  I  got  this  hope  from 
networking  with  families  and  conducting  research.  The 
more  I  knew,  the  better  I  could  help  my  son. 

What  to  Do  Once  You  Receive  the  Diagnosis 

Once  you  get  the  diagnosis  of  autism,  you  are  the  advo¬ 
cate.  You  have  no  choice,  because  you  do  not  have  a 
doctor  to  provide  you  with  a  recovery  plan,  and  there 
is  no  medical  protocol.  Most  doctors  will  tell  you  there 
is  no  cure  for  autism,  but  if  you  see  a  DAN!™  (Defeat 
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The  Huhtanen  Family 


Autism  Now)  doctor  and  an  ABA  therapist,  you  will  hear 
there  is  hope  for  your  child. 

You  will  need  to  start  doing  research  on  Board 
Certified  Behavior  Analysts  (BCBAs)  in  your  area.  You’ll 
need  to  ask  yourself  if  a  clinic  or  a  home-based  program 
is  best  for  your  family.  A  home-based  program  involves 
tutors  coming  to  your  home  to  work  with  your  child, 
but  at  times,  you  may  be  responsible  for  hiring  those 
tutors.  The  tutors  will  be  trained  by  the  Board  Certified 
Behavior  Analyst.  If  you  take  your  child  to  a  clinic,  the 
Board  Certified  Behavior  Analyst  will  have  tutors  that  he 
or  she  trains  to  work  with  your  child  at  the  clinic.  There 
are  pros  and  cons  to  each  program.  It  is  up  to  you  to 
choose  a  program  that  is  best  for  you  and  your  child. 

You  do  not  need  to  wait  for  the  final  TRICARE  refer¬ 
ral  letter  to  schedule  an  appointment  or  to  call  and  talk 
with  BCBAs  in  your  area.  Research  Applied  Behavior 
Analysis  programs  and  see  if  they  take  TRICARE.  At 
times,  there  is  such  a  long  wait  to  get  your  child  into  an 
ABA  program,  the  referral  will  be  through  before  your 
child  can  be  seen.  You  can  always  work  with  TRICARE 
to  get  the  referral  changed  to  another  ABA  therapist  if 
the  situation  changes.  Remember,  you  can  cancel  the 
appointment  if  a  referral  is  not  approved. 

Once  you  get  the  diagnosis,  enroll  your  child  in  the 
Exceptional  Family  Member  Program  (EFMP)  and 
TRICARE’s  Extended  Care  Health  Option  (ECHO).  There  is 
an  outdated  stigma  that  Soldiers  who  have  a  family  mem¬ 
ber  enrolled  in  EFMP  will  experience  adverse  effects  on 
their  career  progression.  This  is  a  myth.  The  truth  is  that 
the  Army  will  recognize  your  child’s  needs  and  assign 
your  spouse  to  a  place  that  will  benefit  your  child.  Your 
goal  should  be  to  enroll  in  these  programs  so  that  the 
Army  can  be  in  a  position  to  help  you  and  your  family. 

Begin  researching  Defeat  Autism  Now  doctors.  These 
doctors  are  supported  through  TRICARE  Prime  and 
Standard,  not  ECHO.  The  referral  process  is  through  your 
TRICARE  primary  care  manager.  The  benefit  of  a  DAN 
doctor  is  that  he  or  she  will  treat  the  cause  of  your  child’s 
autistic  tendencies,  not  the  symptoms.  In  Broden’s  case, 
our  DAN  doctor  discovered  he  was  allergic  to  many 
foods  and  severely  allergic  to  many  molds.  Changing  his 
diet  and  moving  into  a  home  without  mold  issues 
proved  remarkable  for  him.  Broden’s  level  of  alertness, 
his  weight,  and  his  responsiveness  to  therapy  all 
increased  with  the  introduction  of  a  gluten-free,  casein- 
free  diet,  along  with  supplements.  Broden  started  sleep¬ 
ing  through  the  night.  That  meant  that  Hayden  and  my 
husband  and  I  could  sleep  through  the  night,  too. 


Taking  Care  Of  Each  Other 

The  best  advice  we  received  from  other  parents  was 
to  remember  that  the  process  is  a  marathon  and  not  a 
sprint.  As  a  couple,  each  of  you  will  handle  the  diag¬ 
nosis  and  prognosis  in  a  different  way.  Our  advice  is 
to  capitalize  on  each  other’s  strengths.  Every  person 
in  your  family  can  contribute  to  your  child  with 
autism.  In  our  family,  Mark’s  strengths  were  dealing 
with  Army  regulations,  bureaucracy,  and  TRICARE. 
My  strengths  were  researching  autism  therapy,  holis¬ 
tic  approaches,  and  restricted  dietary  applications. 
Later,  I  started  to  study  ABA  therapy  and  to  watch 
Broden’s  tutors  very  closely,  in  order  to  augment  what 
Broden  was  receiving  at  the  clinic.  I  wanted  to  ensure 
that  Broden  was  continuing  his  therapy  outside  of  the 
clinic.  Hayden,  our  four-year-old,  was  incorporated 
into  Broden’s  therapy,  due  to  his  wonderful  outgoing 
personality  and  his  desire  to  connect  with  his  broth¬ 
er.  Hayden  has  always  had  a  gift  of  persistent  engage¬ 
ment  and  would  encourage  Broden  to  interact  with 
him.  Our  extended  family  has  been  very  supportive, 
and  we  found  this  really  makes  a  difference  in  our 
journey.  Our  advice  is  to  educate  your  entire  family  so 
that  they  understand  the  trials  you  are  facing  as  a 
family.  The  more  they  know  about  your  situation,  the 
more  creative  ways  they  may  find  to  help  you. 
Though  our  family  is  just  beginning  our  journey, 
we  have  learned  so  much  in  the  last  six  months.  The 
diagnosis  of  your  child  may  seem  frustrating  and 
heartbreaking,  but  in  many  ways,  it  also  opens  many 
doors  for  you  and  your  child.  There  is  an  incredible 
community  of  parents  who  are  willing  to  share  their 
ideas  and  insights.  DAN  doctors  and  BCBAs  truly 
believe  in  treating  your  child  as  a  whole  person  and 
will  quickly  become  an  important  part  of  your  life. 
Even  though  it  has  been  difficult  and  frustrating  at 
times  while  helping  our  son  Broden,  we  have  realized 
that  it  has  brought  us  closer  as  a  family.  One  of  the 
most  important  lessons  I  have  learned  is  to  not  sweat 
the  small  stuff.  Take  one  day  at  a  time.  We’ll  eventu¬ 
ally  get  to  where  we  want  to  be.  • 


Shelly  and  Mark  Huhtanen  have  been  married  for  six  years.  Mark 
has  twelve  years  in  military  service  and  is  a  Major  in  the  United 
States  Army.  He  has  a  Master's  Degree  from  Webster's  University 
and  is  currently  attending  the  School  of  Advanced  Military  Studies 
at  Fort  Leavenworth,  Kansas.  Shelly  has  a  Master's  Degree  in 
Professional  Communication  from  the  University  of  Alaska.  She  is 
currently  a  stay-at-home  mom,  caring  for  their  two  boys,  Hayden, 
who  is  four  years  old,  and  Broden,  who  is  two  years  old. 
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The  Morenos,  a  military  family  stationed  at  Fort 

Stewart  Georgia,  are  thankful  for  the  love  and  closeness  they 
share.  Their  son,  Santiago,  who  was  born  with  a  bilateral  cleft  lip 
and  complete  cleft  palate,  has  benefited  greatly  from  surgery  and 
ongoing  therapy.  With  Santiago’s  many  medical  needs.  Army  pro- 
grams  like  TRICARE  and  the  Exceptional  Family  Member 
Program  (EFMP)  have  aided  this  family  in  providing  for  his  care. 
Their  story  follows. 


Famil 


Photo  courtesy  of  The  Moreno  Family 


My  name  is  Mima  Moreno,  and  I  am 
the  proud  mother  of  fraternal  twin  boys. 
Six  weeks  into  my  pregnancy,  my  hus¬ 
band  Stephen  and  I  found  out  we  were 
having  twins,  and  I’ll  never  forget  the 
look  on  his  face  when  the  doctor  gave 
us  the  news.  We  were  both  so  happy 
with  the  idea  of  finally  becoming  par¬ 
ents  for  the  first  time.  I  was  on  bed  rest 
at  32  weeks  and  was  fortunate  enough 
to  carry  my  babies  for  38  weeks.  I  had 
several  ultrasounds,  and  everything 
checked  out  okay  according  to  my  doc¬ 
tor.  We  didn’t  have  a  clue  that  one  of  our 
sons  would  be  born  with  a  bilateral  cleft 
lip  and  a  complete  cleft  palate. 

On  May  18,  2005,  I  gave  birth  to  my 
baby  boys.  Orlando  weighed  7  pounds 
and  Santiago  weighed  5  pounds,  10 
ounces.  I  remember  hearing  my  doctor 
say,  “Fie  has  a  cleft  lip,”  but  I  did  not 
know  what  she  was  talking  about.  A  few 
moments  after  they  were  born,  my  hus¬ 
band  brought  them  to  my  side,  and  with 
teary  eyes,  he  told  me,  “Fie  is  still  so  beau¬ 
tiful,”  Santiago  was  taken  to  the  neonatal 
intensive  care  unit  (NICU)  and  stayed 
there  until  a  specialist  came  to  the  hospi¬ 
tal  to  make  a  mouthpiece  for  him  to  be 
able  to  eat  without  the  feeding  tube.  In 
the  meantime,  my  husband  and  I  would 
visit  him  every  chance  we  had,  but  I 


spent  most  of  the  time  crying  and  blam¬ 
ing  myself  for  what  had  happened  to  my 
son.  Relatives  and  friends  who  came  to  see 
us  at  the  hospital  gave  us  words  of  hope 
that  everything  would  be  fine  and  that  I 
shouldn’t  worry  too  much,  but  nothing 
would  comfort  me  at  this  point. 

Once  Santiago  came  home,  he  had  a 
hard  time  eating,  and  he  slept  most  of 
the  time.  We  tried  everything  to  get 
him  to  eat,  but  after  missing  a  few 
feedings,  we  decided  to  take  him  to  the 
hospital,  I  was  advised  to  stay 
overnight  in  his  hospital  room  with 
him,  A  nurse  sat  with  me  and  taught 
me  how  to  feed  my  baby.  After  two 
days,  I  felt  confident  enough  to  feed 
him  on  my  own,  but  he  was  still  having 
trouble  keeping  his  formula  down. 
There  were  several  choking  episodes 
when  formula  gushed  out  of  his  nose 
and  mouth  at  the  same  time. 

I  went  back  to  work  when  the  boys 
were  only  six  weeks  old.  My  maternity 
leave  had  begun  when  I  was  put  on  bed 
rest  at  32  weeks.  We  found  ourselves  in 
a  financial  crisis,  due  to  my  being  out 
on  maternity  leave  for  three  months 
with  no  pay.  Santiago’s  surgery  was 
coming  up  soon.  My  dear  friends  from 
work  put  together  a  bake  sale  and 
raised  enough  money  for  my  family  in 


order  for  Santiago  to  have  his  first  sur¬ 
gery,  Their  donations  also  covered  the 
weekly  orthodontist  visits  he  required 
to  have  his  nose/mouthpiece  adjusted. 
There  are  too  many  people  to  name, 
but  you  know  who  you  are,  and  we  will 
forever  be  indebted  to  you,  I  like  to  call 
these  friends,  “Santi’s  Angels.” 

Santiago  had  his  hard  palate  surgery 
at  Texas  Children’s  Hospital  in  Houston, 
when  he  was  only  three  months  old.  He 
didn’t  eat  for  the  first  two  days  after  the 
surgery,  but  I  had  been  told  that  might 
happen.  We  used  a  syringe  to  feed  him 
but  that  didn’t  go  so  well  when  I  tried  it. 
My  sister  Celina  became  a  pro  at  using 
those  syringes,  so  she  fed  him  most  of 
the  time  after  his  surgeries.  After  his 
hard  palate  surgery,  he  made  a  full 
recovery  after  a  few  days,  and  he  gained 
all  his  weight  back. 

At  six  months,  Santiago  had  his  lip 
repaired  and  a  set  of  ear  tubes  put  in. 
His  ear,  nose,  and  throat  specialist  (ENT) 
told  us  he  had  a  lot  of  fluid  buildup,  but 
everything  turned  out  okay,  and  his 
hearing  improved  dramatically.  I  was 
shocked  when  I  saw  him  right  after  his 
surgery.  His  facial  features  had  changed 
so  much  that  he  looked  like  a  different 
child  to  me.  I  think  what  scared  me  the 
most  was  when  I  saw  blood  coming  out 
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of  his  ears,  nose,  and  mouth.  His  face 
was  very  swollen,  and  he  wouldn’t  stop 
crying.  Once  he  was  taken  to  his  room, 
we  tried  to  feed  him,  but  he  wouldn’t  sit 
still  long  enough  to  get  a  drink.  Once  he 
calmed  down,  we  tried  it  again,  and  he 
was  able  to  drink  just  a  few  ounces.  Just 
a  few  days  later,  he  was  able  to  eat  and 
drink  as  he  usually  did,  which  made  me 
breathe  a  sigh  of  relief. 

At  nine  months,  Santiago  had  his  soft 
palate  repaired,  but  this  time  it  didn’t  go 
as  well  as  the  previous  two  surgeries. 
Once  he  was  taken  to  his  room,  we  tried 
to  feed  him,  and  he  started  to  choke.  It 
took  us  a  few  tries  to  get  him  to  drink  for 
the  first  time.  He  stayed  in  the  hospital, 
and  Stephen’s  parents  were  kind 
enough  to  stay  with  him  overnight. 
Three  days  after  the  surgery,  1  noticed 
he  was  still  bleeding  and  would  not  stop 
crying,  even  after  1  gave  him  his  med¬ 
ications.  1  rushed  him  to  the  emergency 
room  because  the  stitches  had  come 
apart,  but  we  were  told  there  was  noth¬ 
ing  they  could  do.  We  would  have  to 
wait  a  few  weeks  and  see  what  damage 
had  been  done.  The  stitches  coming 
apart  left  a  small  hole  in  his  soft  palate, 
which  makes  his  speech  sound  nasally, 
but  we  were  told  that  another  surgery 
would  take  care  of  that  issue.  Just  a  few 
days  after  this  incident,  he  was  able  to 
eat  and  drink,  with  the  occasional 
sneeze,  which  brings  food  out  of  his 
nose.  But  he  just  wipes  it  off  and  goes 
about  his  way. 

The  small  hole  in  his  soft  palate 
doesn’t  bother  him  one  bit.  Santiago’s 
pediatrician  has  requested  a  referral 
for  Santiago  to  see  the  plastic  surgeon 
who  initially  did  all  his  surgeries.  He 
has  an  appointment  at  the  beginning 
of  December  to  have  another  assess¬ 
ment,  and  chances  are  he  will  have 
another  surgery.  The  upcoming  sur¬ 
gery  will  require  the  soft  palate  to  be 
opened  all  the  way  to  be  able  to  stretch 
some  of  the  tissue  and  bring  it  togeth¬ 
er.  1  was  told  the  surgery  is  very  deli¬ 
cate,  and  1  am  praying  to  God  that 


everything  turns  out  okay.  This  sur¬ 
gery  is  one  of  the  many  he  will  require 
until  he  is  an  adult.  As  the  years  go  by, 
adjustments  will  have  to  be  made  to  fit 
his  facial  features. 

Now  that  my  husband  is  in  the  United 
States  Army,  our  medical  bills  have  low¬ 
ered  dramatically.  Since  the  twins  were 
born  before  Stephen  joined  the  Army,  we 
were  not  aware  that  they  were  covered 
by  his  insurance,  and  1  continued  cover¬ 
age  on  my  insurance,  which  made  it  dif¬ 
ficult  financially.  We  were  not  told  about 
our  medical  benefits,  and  we  continued 
to  struggle  by  having  co-payments  every 
time  Santiago  went  to  his  pediatrician 
and  the  specialists  he  was  required  to  see. 
Stephen  enlisted  in  the  Army  in  August 
2007.  We  were  enrolled  in  TRICAFIE  in 
early  2008.  Being  covered  by  TRICARE 
has  been  a  blessing.  We  have  the 
Standard  plan,  which  allows  my  boys  to 
see  their  pediatrician  and  specialists  at 
no  cost  for  each  visit,  as  long  as  we  stay 
within  the  network, 

Stephen,  a  Private  First  Class  (RFC), 
has  not  been  deployed  yet,  and  that 
has  made  it  easier  on  our  family  as  far 
as  moral  support  goes.  He  is  sched¬ 
uled  to  deploy  in  October  2009, 
which  for  now  makes  it  easier  for  us 
to  attend  Santiago’s  scheduled  doctor 
appointments. 

Santiago  has  had  four  surgeries  since 
his  birth.  The  last  one  consisted  of  a 
new  set  of  ear  tubes  in  November  2007. 
A  follow-up  hearing  test  and  checkup 
confirmed  everything  was  okay. 

Once  we  moved  to  Fort  Stewart,  1 
went  to  a  Newcomers’  Orientation  and 
found  out  that  my  son  should  have 
been  enrolled  in  the  Exceptional 
Family  Member  Program  (EFMP).  The 
program  benefits  include  respite  care 
and  family  meetings  with  other  mem¬ 
bers  for  support.  The  people  in  charge 
of  this  program  have  been  very  helpful 
and  attentive  to  our  needs,  1  feel  good 
knowing  1  can  find  someone  to  talk  to 
and  someone  who  can  relate  to  the 
everyday  issues  of  having  a  special 


child  in  our  lives. 

Santiago  has  a  slight  speech  problem 
at  the  moment.  His  words  sound  nasal¬ 
ly,  but  that  is  due  to  the  small  hole  in  his 
soft  palate.  1  am  told  that  once  he  has 
the  surgery  to  close  the  hole,  his  speech 
will  improve,  and  he  might  not  need 
speech  therapy.  My  other  son,  Orlando, 
is  developing  slurred  speech,  but  his 
pediatrician  is  not  too  concerned 
because  he  thinks  Orlando  is  just  copy¬ 
ing  Santiago.  The  pediatrician  is  con¬ 
vinced  that  once  they  are  in  prekinder¬ 
garten,  Orlando’s  speech  will  improve 
when  he  is  around  other  kids. 

If  someone  had  told  me  when 
Santiago  was  a  toddler  that  he  would  be 
doing  this  well,  1  would  have  never 
believed  it.  My  heart  just  melts  when  1 
see  him  smile  because  he  reminds  me 
of  what  pure  love  is.  We  all  have  had 
our  share  of  tears,  but  1  believe  things 
will  soon  be  better.  1  am  lucky  enough 
to  have  a  husband  who  is  strong 
enough  for  the  both  of  us;  otherwise,  1 
don’t  think  1  would  make  it.  1  also 
believe  that  God  chooses  special  babies 
for  going  into  special  families  for  a  rea¬ 
son,  Santiago  is  a  happy  child,  loves  the 
outdoors,  plays  well  with  his  brother  as 
well  as  the  other  kids,  and  has  a  very 
loving  quality  about  him. 

1  have  been  able  to  find  awesome  doc¬ 
tors  to  look  after  the  well-being  of  my 
children,  and  1  would  like  to  thank  all  the 
doctors,  nurses,  and  friends  who  have 
been  involved  in  the  care  of  my  child. 
May  God  bless  you.  1  would  also  like  to 
give  a  special  thanks  to  all  my  family  for 
being  so  supportive  and  always  having  a 
shoulder  for  me  to  cry  on.  • 


Mima  Moreno  was  born  and  raised  in  San 
Salvador,  El  Salvador,  until  the  age  of  eight,  then 
moved  with  her  family  to  Houston,  Texas.  She  is 
currently  working  toward  a  Bachelor's  degree  in 
Criminal  Justice.  Her  husband,  Stephen,  Is  a 
Private  First  Class  in  the  United  States  Army.  He 
is  scheduled  to  be  deployed  in  October  2009. 
Mima  and  Stephen  have  been  married  for  six 
years  and  live  with  their  fraternal  twin  boys, 
Santiago  and  Orlando,  in  Georgia. 
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Strategies  te  Help  Children  with 
Special  Needs  Enley  Successful 
Gcmuiunity  Outings  .t.. 


Even  the  mest  uneventful  days  at  heme  can  be  challenging 

for  families  who  have  a  child  with  an  autism  spectrum  disorder  (ASD)  or 
another  developmental  disability.  The  challenges  multiply  when  parents  or 
caregivers  take  the  child  to  a  dentist  or  doctor’s  appointment,  the  grocery 
store,  or  on  another  outing  into  the  community.  For  military  families,  period¬ 
ic  relocations  often  require  frequent  readjustments  to  unfamiliar  people  and 
routines  and  to  new  and  different  community  settings. 


“It’s  tough,  because  we  move  every 
couple  of  years,”  says  Xiomara  Grant, 
who  lives  in  Austell,  GA,  with  her 
husband,  David,  a  Major  in  the  Army, 
and  their  T-year-old  son,  David  Jr., 
who  was  diagnosed  with  autism 
when  he  was  18  months  old.  Before 
moving  to  Georgia,  the  Grants  lived 
in  Kansas  and  New  York. 

For  Xiomara  and  David,  taking 
young  David  out  into  the  community 
for  medical  and  dental  appointments, 
haircuts,  and  shopping  trips  can  be 
difficult.  “When  we’re  headed  for  the 
dentist,  David  knows,  and  he  doesn’t 
like  it,”  Xiomara  says.  “Fie  gets  scared 
and  cries.”  David  has  good  reason  for 
not  liking  the  dentist.  Fie  has  had  to  be 
sedated  and  strapped  into  the  dentist’s 
chair  for  dental  procedures.  “I  don’t 
take  him  to  the  barbershop  anymore 
because  he  always  cries  there,  too,” 
adds  Xiomara,  “I  cut  his  hair  myself.” 

Seemingly  routine  activities  such 
as  medical  and  dental  office  appoint¬ 
ments,  grocery  shopping,  and  even 
visits  to  the  barber  or  hairdresser  may 
be  extremely  uncomfortable  for  a 
child  with  heightened  sensitivities.  In 
these  kinds  of  situations,  a  child  with 
special  needs  may  exhibit  behavior 


problems  such  as  tantrums,  aggres¬ 
sion,  and  toilet  accidents. 

For  David’s  parents,  outings  to  the 
mall  have  also  been  problematic 
because  David  loves  to  lie  down  on 
the  cool,  marbleized  floors  of  the  big 
department  stores  or  run  up  and 
down  the  aisles.  “It’s  a  sensory  thing 
with  him,”  explains  Xiomara,  “He 
unbuttons  his  shirt  and  runs  so  it  flies 
out  behind  him  like  a  Superman  cape. 
With  the  holiday  season  coming,  I’m 
just  not  going  to  take  him  to  the  mall.” 

Making  Choices  That  Make  Sense 

Given  the  chaos  and  crowds  of 
a  mall  during  the  holidays, 
Xiomara  is  making  smart 
choices  about  which  outings 
make  sense  for  David. 

But  if  families  avoid  regular 
appointments  and  community 
outings  because  of  a  child’s 
negative  responses,  that  child 
may  learn  to  use  problem 
behaviors  to  escape  these  situa¬ 
tions.  More  Importantly,  the 
child  will  not  have  the  opportu¬ 
nity  to  learn  new  skills  and  inte¬ 
grate  successfully  into  his  or 
her  community  and  family  life. 


David  and  Xiomara  have  worked 
hard  to  understand  young  David’s 
needs,  create  routines,  and  teach  him 
useful  skills.  Their  goal  is  for  David  to 
have  positive  experiences  in  the 
community  and  be  exposed  to  peo¬ 
ple  and  places  in  much  the  same  way 
a  typical  child  would  be. 

Professionals  at  May  Institute,  a 
national  network  of  educational, 
rehabilitative,  and  behavioral  health 
services  for  individuals  with  special 
needs,  have  had  great  success  with  a 
number  of  research-based  methods 
that  can  help  parents  like  Xiomara 
and  David  make  their  child’s  commu¬ 
nity  experiences  good  ones. 

Creaflng  Successful  Outiugs 

One  method  that  helps  create  more 
successful  outings  is  desensitization. 
It  means  gradually  exposing  the  child 
to  a  situation  or  setting  that  is  prob- 
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The  Grant  family  has  fun  with  Santa  during  the 
holiday  season.  Pictured  are:  Mom,  Xiomara  (I), 
David  Jr.,  sitting  on  Santa's  lap,  and  dad,  David, 
looking  on. 


Community  Outings 


Before  You  Head  Out... 

A  little  advance  planning  goes  a  long  way  toward  ensuring  successful  community  outings  for 

children  with  special  needs.  Behavior  specialists  at  May  Institute  offer  parents  the  following  tips: 

•  Teach  the  child  about  the  situation  in  advance  of  the  visit.  Parents  or  caregivers  might  make 
a  book  with  photos  of  someone  the  child  knows  going  through  all  of  the  steps  of  the  activ¬ 
ity  in  the  actual  setting,  including  receiving  the  treat  at  the  end  of  the  activity.  An  alterna¬ 
tive  would  be  to  make  a  video  for  the  child  to  watch. 

•  Create  a  simulated,  pretend  situation  before  the  actual  outing.  Research  suggests  that  if 
the  situation  is  made  realistic,  it  can  result  in  improved  behavior  in  the  real  setting. 
Simulation  allows  for  many  more  practice  opportunities  before  the  actual  outing. 

•  Gradually  expose  the  child  to  a  situation  or  setting  that  is  problematic  (also  known  as 
desensitization).  Over  time,  the  child  will  usually  become  more  comfortable  in  that  sit¬ 
uation  or  setting. 

•  Make  changes  to  the  environment  to  make  it  feel  more  comfortable  or  safe  for  the  child. 
During  a  doctor's  visit,  for  example,  let  her  sit  on  your  lap  or  hold  a  favorite  item  or  toy,  or  talk 
together  about  a  favorite  topic.  It  can  also  be  helpful  to  explain  to  the  child  what  will  happen 
next,  or  encourage  her  to  hold  some  special  item,  such  as  a  stethoscope,  prior  to  its  use. 


lematic.  If  a  child  has  difficulty  with 
going  to  the  dentist,  for  example,  par¬ 
ents  might  start  with  short,  frequent 
visits  that  end  with  a  reward  such  as 
a  preferred  activity  or  a  favorite  toy. 

The  appointment  can  be  broken 
down  into  a  sequence  of  steps.  Have 
the  child  complete  only  the  first  step 
on  the  first  visit.  On  the  next  visit,  try  to 
complete  the  first  two  steps,  and  so  on. 

Many  physicians,  dentists,  and  hair¬ 
stylists  are  patient  and  willing  to  work 
with  children  and  families  once  they 
understand  that  a  child  has  special 
needs.  As  parents  and  others  learn 
methods  to  help  children  become 
more  comfortable  in  challenging  situ¬ 
ations,  everyday  tasks  can  become 
manageable  and  even  enjoyable. 

“The  last  time  we  went  to  the  den¬ 
tist,  David  was  really  good,”  says 
Xiomara,  “He  loves  Dora  the  Explorer 
DVDs,  and  he  was  able  to  watch  one 
while  we  were  there.  That  made  it 
easier  for  him  to  have  his  cleaning,” 

Success  At  the  Supemiaiket 

David  and  his  parents  have  also 
enjoyed  more  successful  trips  to  the 
supermarket  lately,  thanks  in  part  to 
some  new  strategies  they  have 
learned  from  David’s  behavior  ana¬ 
lyst,  Meghan  Holligan-Whitney, 
BCABA  (Board  Certified  Associate 
Behavior  Analyst),  who  works  out  of 
May  Institute’s  Atlanta  office. 

“David  was  having  severe  elope¬ 


ment  issues,  meaning  he  would  run 
away  from  his  parents  when  he  was 
out  in  public,”  says  Meghan.  “He  loves 
puzzles,  so  I  take  a  puzzle  with  me 
when  I  take  David  to  the  grocery  store. 
For  every  30  seconds  he  stays  with  me 
and  doesn’t  leave  my  side,  I  give  him  a 
puzzle  piece,  which  he  puts  in  a  little 
bucket.  At  the  end  of  our  shopping 
trip,  we  go  to  the  car,  and  he  gets  to  put 
his  puzzle  together.  That’s  his  reward.” 

Using  this  technique,  Meghan  has 
helped  David  learn  to  stay  by  her 
side.  “His  elopement  episodes  have 
gone  from  eight  per  store  visit  to 
one,”  she  says.  Now  she’s  working 
with  David’s  parents  to  help  them 
implement  this  successful  method. 

Meghan  also  encouraged  David  to  get 
young  David  more  involved  in  the 
process  of  grocery 
shopping.  It’s  a  sug¬ 
gestion  that  has 
worked  well.  “I  have 
him  hold  the  basket  if 
it’s  not  too  heavy,” 
says  David.  “And,  after 
we  check  out,  I  let 
him  carry  one  of  the 
bags  back  to  the  car. 
That  makes  him  feel 
good  because  he’s 
part  of  the  process. 
He’s  a  big  help.” 


Planning,  Pracflce,  and  Praise 

For  most  children,  learning  “supermar¬ 
ket  skills”  should  begin  with  practice 
settings  at  home  or  in  school  before 
moving  on  to  a  small  grocery  or  con¬ 
venience  store.  The  child  should  be  able 
to  follow  a  number  of  basic  instructions 
such  as  “come  here,”  “stop,”  “hold  my 
hand,”  and  “wait  in  line  with  me”  in  a 
more  controlled  environment  before 
visiting  a  larger  supermarket. 

“There  are  a  lot  of  stimuli  in  a  super¬ 
market,  so  it’s  important  to  plan  ahead 
to  ensure  success,”  advises  Jack  Stokes, 
MSEd,  BCBA  (Board  Certified  Behavior 
Analyst),  Director  of  Residential 
Services  for  May  Institute  in  Randolph, 
Massachusetts.  Jack  and  his  staff  work 
with  the  students  in  their  care  on  devel¬ 
oping  the  skills  that  will  help  them  to 
take  successful  trips  to  the  supermar¬ 
ket.  He  recommends  the  following; 

•  Set  a  time  limit  for  your  outing. 

•  Be  sure  you  know  where  the  bath¬ 
room  and  all  the  exits  are  located 
before  you  take  your  child  to  the  store. 

•  Pick  a  time  when  the  store  is  not 
likely  to  be  crowded. 

•  Have  activities  and  small  rewards 
or  “reinforcers”  with  you, 

“When  thinking  about  rewards, 

remember  to  use  verbal  praise  and  to 
be  very  specific,”  Jack  advises.  “Don’t 
just  tell  your  child  he  or  she  is  being 


vid  Grant  and  David  Grapt,  Jr. 
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‘good,’  Say,  ‘I  like  how  patiently  you  are 
waiting  in  line.’  It’s  a  good  rule  of  thumb 
to  reinforce  good  behavior  every  30  to 
40  seconds  with  specific  verbal  praise.” 

Addressing  Problem  Behaviors 

Developing  a  plan  to  address  problem 
behaviors  that  may  happen  during  an  out¬ 
ing  is  also  important,  according  to  Jack. 
‘‘Things  happen,”  he  says.  “You  won’t 
always  be  100  percent  successful.  You 
need  to  plan  ahead  so  you  can  quickly  and 
safely  get  your  child  out  of  the  supermar¬ 
ket  if  you  need  to.  Be  prepared  to  abandon 
a  cart  of  groceries  and  walk  out  of  the  store 
if  your  child  is  out  of  control.” 

Once  the  child  masters  some  basic 
skills,  the  supermarket  experience 
will  be  much  more  positive.  Then,  he 
or  she  can  learn  more  advanced  skills 
such  as  making  and  using  a  shopping 
list,  locating  one  or  more  items  from 
the  list,  pushing  the  cart  appropriate¬ 
ly,  asking  for  help  from  a  store 
employee,  and  mastering  counting 
and  other  money  skills. 

Planning,  practice,  and  praise  pay 
off.  After  a  child  has  developed  a  new 
set  of  skills,  he  or  she  will  be  able  to 
use  those  skills  in  a  variety  of  new 
situations  and  settings. 

Reaping  the  Rewards 

David  and  Xiomara  Grant  have  wit¬ 
nessed  firsthand  that  ongoing  and 
intensive  support  can  help  a  child 
with  special  needs  make  great  strides. 
With  some  pride,  David  recounts  a 
recent  visit  to  the  home  of  his  boss. 

“My  son  had  never  been  there 
before,  and  he  wanted  to  explore,”  he 
said.  “So  my  boss  walked  David 
upstairs  and  downstairs  so  David 
could  satisfy  his  curiosity.” 

“He  didn’t  run  around,”  David  con¬ 
tinued.  “He  just  wanted  to  explore  the 
house.  It  was  a  totally  new  place  with 
new  people.  He  didn’t  cause  any  dis¬ 
ruption,  It  was  a  fine  night  out  with 
people  he  had  never  met  before  in  a 
location  he  had  never  been  before.” 


Creating  Happier  Holidays 

The  holiday  season  can  be  a  joyful  time-a  time  for  getting  together  with  friends  and  family,  exchanging 
visits  and  gifts,  enjoying  fabulous  feasts,  and  attending  parties.  Changes  in  routine,  numerous  social 
obligations,  and  unrealistic  expectations  can  also  make  it  a  stressful  time,  especially  for  families  who  have 
children  with  special  needs. 

In  the  midst  of  so  much  activity  and  change,  parents  should  make  consistency  a  priority.  They  should 
make  it  clear  to  their  child  that  even  though  this  is  an  exciting  time  and  regular  routines  are  changing,  they 
expect  him  or  her  to  continue  to  use  clear  communication  and  work  on  activities  of  daily  living  such  as 
dressing  and  eating.  Likewise,  family  members  should  be  consistent  in  their  responses  to  problem 
behaviors. 

It  is  best  to  try  to  intervene  early,  before  a  behavior  problem  escalates,  and  also  to  try  to  use  positive 
rewards  for  following  instructions  and  other  desirable  behaviors.  Have  plenty  of  the  child's  favorite  items, 
such  as  preferred  foods,  toys,  and  DVDs  available  to  reinforce  good  behavior.  Some  other  things  to 
consider  around  the  holiday  season  include: 

Routines.  Holidays  often  require  changes  in  daily  and  weekly  schedules.  Schools  have  days  off,  after¬ 
school  activities  may  be  altered  or  canceled,  and  new  or  temporary  activities  might  be  added.  Parents  and 
caregivers  can  address  these  changes  with  children  by  using  picture  schedules  throughout  the  day  or 
week,  and  by  including  lots  of  positive  preferred  activities  and  rewards  on  a  regular  basis. 

Shopping.  If  your  child  accompanies  you  to  the  mall,  supermarket,  or  department  store,  try  to  go  early 
in  the  day  or  during  the  midweek  when  it  is  likely  to  be  less  crowded.  To  ensure  greater  success,  plan 
shorter  trips.  Be  sure  to  use  small  rewards  during  and  after  a  successful  trip. 

Family  gatherings.  Getting  together  for  family  gatherings  can  present  some  of  the  most  stressful 
challenges  of  the  season.  You  can  prepare  in  a  number  of  ways.  Get  out  photos  from  previous  gatherings 
and  talk  with  your  child  about  the  names  of  people  who  will  be  attending  this  year's  get-together.  If  you 
will  be  going  to  someone  else's  home,  you  may  be  able  to  get  photos  of  the  house  and  guests 
beforehand. 

Work  on  social  greetings  and  conversation  skills  at  home,  depending  upon  your  child's  verbal  ability. 
Bring  along  favorite  videos  and  toys  to  make  the  experience  as  positive  as  possible.  Find  out  if  there  is  a 
quiet  area  in  the  home  you  will  be  visiting  where  you  can  take  your  child  if  necessary. 

You  can  try  to  find  out  about  details  of  the  gathering  that  are  important  to  your  child,  such  as  the 
seating  plans  for  the  table,  the  planned  menu,  and  if  there  will  be  any  dogs  or  cats  in  the  home.  For  some 
children,  it  is  better  to  bring  along  their  favorite  food  and/or  to  eat  at  home  before  heading  out.  In  many 
cases,  it  is  better  to  get  to  the  gathering  early  because  it  is  easier  for  the  child  to  be  there  first,  before 
many  of  the  guests  arrive.  Make  family  and  friends  aware  of  what  to  expect  from  your  child,  both  positive 
and  challenging.  This  can  be  done  by  telephone,  via  e-mail,  or  with  a  short  note. 

Travel.  Many  children  with  autism  and  other  developmental  disabilities  enjoy  riding  in  the  car.  Most 
families  have  determined  the  best  way  to  travel  by  car,  including  what  to  bring  along  and  how  often  to 
stop.  Airline  travel,  however,  can  be  particularly  difficult.  Some  parents  have  found  it  helpful  to  contact  the 
airline  a  few  weeks  prior  to  the  flight  to  find  out  about  special  boarding  procedures  for  families  with 
children  with  disabilities  or  other  assistance  that  can  be  provided. 


Teaching  a  child  the  necessary  skills  to 
navigate  new  and  challenging  situations 
outside  the  home  will  help  that  child  be 
more  independent,  happier,  and  better 


able  to  function  in  the  world.  With  care¬ 
ful  planning  and  a  lot  of  patience  and 
love,  community  outings  can  be  enjoy¬ 
able  for  you  and  your  child.  • 


Alan  Harchik,  PhD,  BCBA,  is  May  Institute's  Senior  Vice  President  of  Educational  Services.  Dr.  Harchik 
oversees  the  operation  and  management  of  the  Institute's  private  schools  for  children  and  adoles¬ 
cents  with  autism  and  other  developmental  disabilities,  as  well  as  its  school  for  students  with  brain 
injury.  Dr.  Harchik  is  a  licensed  psychologist,  a  board  certified  behavior  analyst,  and  a  certified 
teacher  of  children  with  moderate  and  severe  special  needs.  For  the  past  three  years.  Dr.  Harchik  has 
written  monthly,  autism-focused  columns  for  newspapers  in  Massachusetts. 


Patricia  Ladew  is  a  senior  writer  for  May  Institute's  Office  of  Communications.  She  has  specialized  in 
healthcare  writing  for  the  past  20  years. 
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In  cemmunities  nationwide,  Easter  Seals  is  help¬ 
ing  to  meet  the  needs  of  America’s  military  servicemem¬ 
bers  and  veterans  with  disabilities  and  their  families  in  the 
face  of  a  growing  crisis. 

With  thousands  of  servicemembers  and  veterans 
returning  home  from  Iraq  and  Afghanistan— often  with 
profound  physical  and  mental  healthcare  needs— gaps 
and  barriers  to  vital  services  are  preventing  many  from 
fully  participating  in  family  and  community  life. 

“They  are  struggling,”  says  Doug  Carmon,  assistant  vice 
president  of  Easter  Seals’  Military  and  Veterans  Initiative. 


Easter  Seals  in  Your  Community 

Easter  Seals  is  the  leading  nonprofit  provider  of  services  for  individuals  with 
autism,  developmental  disabilities,  physical  disabilities,  and  other  special  needs.  For 
nearly  90  years,  Easter  Seals  has  been  offering  help  and  hope  to  children  and 
adults  living  with  disabilities  and  to  the  families  who  love  them.  Through  therapy, 
training,  education,  and  support  services,  Easter  Seals  creates  life-changing 
solutions  so  that  people  with  disabilities  can  live,  learn,  work,  and  play. 

Easter  Seals  is  positioned  to  provide  military  and  veterans  communities  with 
viable  options  to  support  and  augment  current  service  offerings  to  meet  family 
needs.  Eor  more  information,  please  visit  www.easterseals.com. 


“They’re  bound  to  a  system  that  is  itself  stressed  and  often 
ill-equipped  to  meet  their  unique  needs.” 

Over  the  past  five  years,  1.64  million  servicemembers 
have  been  deployed  to  Iraq  and  Afghanistan.  In  all,  there 
are  24,5  million  veterans  nationwide.  During  any  given 
month,  700,000  are  unemployed  and  nearly  200,000  are 
chronically  homeless. 

The  challenges  are  far-reaching.  Longer,  more  frequent 
deployments  have  impacted  entire  families.  Younger  ser¬ 
vicemembers  are  returning  with  wounds  not  seen  in  the 
past,  as  battlefield  technology  and  medical  advances 
make  it  possible  for  more  to  survive  severe  amputations, 
burns,  and  traumatic  brain  injury  (TBl)  that  would  have 
proven  fatal  in  years  past.  Meanwhile,  many  are  living 
with  post-traumatic  stress  disorder  (PTSD),  At  the  same 
time,  older  veterans  face  Issues  related  to  aging. 

As  the  nation’s  largest  nonprofit  provider  of  services  to 
individuals  with  disabilities  and  their  families,  Easter  Seals 
already  is  providing  multiple  services  to  servicemembers, 
veterans,  and  their  families,  including:  job  training  and 
employment,  medical  rehabilitation,  adult  day  services, 
mental  health  services,  transportation,  therapeutic  camp¬ 
ing  and  recreation,  respite  and  caregiver  services,  and 
accessibility  solutions  and  technology  for  home,  work,  and 
independent  living.  Additionally,  as  the  leading  provider  of 
autism  services  in  the  country,  Easter  Seals  offers  a  wide 
variety  of  treatments  for  children  and  adults  living  with 
autism— from  early  intervention  and  inclusive  child  care 
to  school  support  and  transition-to-work  programs.  But, 
says  Carmon,  “There’s  a  need  and  a  desire  to  do  more.” 

Easter  Seals'  Military  and  Veterans  Initiative 

Partnering  with  the  Departments  of  Defense  (DoD)  and 
Veterans  Affairs  (VA)  and  collaborating  at  the  national, 
state,  and  local  levels,  Easter  Seals  is  reaching  out  to  more 
servicemembers  and  veterans  by  designing  new  programs 
to  augment  those  provided  by  existing  military  and  veter¬ 
ans  systems  of  care  and  support, 

Eor  example,  Easter  Seals  New  Hampshire,  in  collabora¬ 
tions  with  federal,  state,  and  local  resources,  is  connecting 
servicemembers  and  their  families  to  services  that  meet 
their  medical,  social,  emotional,  and  financial  needs  dur¬ 
ing  deployment,  upon  returning  home,  and  throughout 
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Helping  the  Briggs  Family 


the  process  of  community  reintegration  by  actively  engag¬ 
ing  military  families  well  before  deployments  occur  and 
needs  arise. 

Easter  Seals  Iowa  is  providing  veterans  and  their  fami¬ 
lies  with  in-home  assistance,  including  vocational  rehabil¬ 
itation  assessments,  recommendations  for  home  modifi¬ 
cation  and  accessibility,  Web-based  community  engage¬ 
ment,  and  traumatic  brain  injury  rehabilitation. 

Carmon  says  such  collaboration  is  key.  “It’s  really 
beyond  one  organization,”  he  says.  “No  one  entity  can  do 
it  all.  We  have  to  take  what  we  do  best,  put  forth  those 
practices,  and  work  together.”  • 


Kristen  Barnfield  is  Senior  Director  of  Public  Relations  at  Easter  Seals.  Kim 
MacGregor  is  a  freelance/disabilities  writer  whom  Easter  Seals  has  worked 
with  for  more  than  10  years.  They  have  a  combined  25-plus  years'  experi¬ 
ence  in  writing  about  disabilities,  including  the  many  children,  adults,  and 
families  living  with  autism  or  those  struggling  to  connect  back  to  their 
community  after  military  deployment  and  a  newly  acquired  disability,  as 
well  as  other  healthcare  topics. 
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On  April  16,  2005,  a  rocket-propelled  grenade  was  launched  into  a  military 
operating  base  in  Ramadi,  Iraq.  The  grenade  landed  about  10  feet  from  Army 
Sergeant  Bob  Briggs. 

Bob  lost  his  right  eye.  He  also  sustained  a  traumatic  brain  injury  (TBI)  and 
lost  the  ability  to  move  his  left  arm,  hand,  and  leg.  With  his  wife,  Michelle,  by 
his  side,  the  father  of  two  has  faced  multiple  surgeries,  medical  rehabilitation, 
and  adjustment  to  civilian  life  while  living  with  a  newly  acquired  disability. 

For  Bob,  having  a  TBI  means  mood  changes,  difficulty  with  short-  and  long¬ 
term  memory,  and  trouble  processing  written  or  oral  communication.  To  help 
improve  his  mental  skills.  Bob  has  been  using  a  therapeutic  cognitive  rehabilitation 
computer  program  provided  through  Easter  Seals'  Veterans  with  TBI  Pilot  Project. 

Bob  also  faces  the  challenge  of  having  limited  mobility.  Prior  to  deployment, 
he  was  a  highway  equipment  operator  for  the  State  of  Iowa.  Today,  he  helps 
operate  the  family's  home-based  pet  boarding  and  grooming  business  with  the 
aid  of  an  all-terrain  vehicle  (ATV)  provided  by  the  U.S.  Department  of  Veterans 
Affairs'  Vocational  Rehabilitation  &  Employment  program. 

Chuck  Larson,  Easter  Seals  Iowa  rural  rehabilitation  specialist,  helped  Bob 
select  the  ATV  and  get  comfortable  using  it  around  his  property.  In  less  than  a 
year.  Bob  has  made  great  strides. 

"It's  a  medically  therapeutic  activity  for  him  to  use  the  ATV,"  Larson  says.  "I  see  it 
all  the  time-assistive  technology  can  help  someone  look  beyond  their  disability  and 
feel  more  a  part  of  their  family  and  community." 

Initially,  Bob  had  trouble  getting  in  and  out  of  the  ATV.  Now  he  uses  it  to  cut 
brush,  clear  the  driveway  during  the  winter,  move  heavy  objects,  and  even 
bond  with  his  son  and  daughter. 

"Our  kids  can  feel  like  Daddy  is  getting  closer  to  being  better  when  he  takes 
them  for  a  ride,  and  they  laugh  and  have  fun  together,"  says  Michelle.  "The 
best  part  is  that  he  gets  to  run  a  piece  of  equipment. ..it  gives  Bob  a  sense  of 
his  prior  self  before  being  injured." 

Bob  says,  "Easter  Seals  is  doing  a  great  thing  stepping  in  and  helping.  They've 
done  an  excellent  job  for  me.  I  feel  like  they've  gone  above  and  beyond." 
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From  our  Families...To  Your  Fami  les  installments  from 

•  of  Exceptional  Parent  Magazine  (EP).  This  is  Exceptional  Family  Transitional 

Welcome  to  a  new  section  ooerative  Research  Agreement  '  effort  of  civilian  and  military 

EP  under  a  United  States  Army  ^  Is  with  special  needs. 

Training  Program  (EFTT).  Tire  SP  of  life  for  families  canng  for  in  m  Q^ioers 

parrnersliip  morning  to  '"P'-  ' '“,^"og„L<i  neeg  -  expreseeg  by  for  war.  Unit 

At  the  core  of  this  program  ^  entails  more  than  just  preparing  qnuad  may  be  caring  for 

.  rbat  in  toUays  militaty.  unit  “trone  member  out  of  every  '"“'Jlsmyr to  tbis- Tbe  EFTT 

loved  ones  at  home  are  rec  g^^ditional  stresses  will  have  been  gpgcial  needs  educational 

unit  will  be  markedly  impro  ig  develop  and  deliver  ^^^nt  builds  upon  EP’s  existing 

The  primary  objective  print-based  mediums.  (crmpI  within  the  military 

o„rrie„U.o6taminvol..ng  =  e«^ 

work  with  the  Army.  Marine  C  P  /  acknowledged  leadership  *  ^^^^y  caregivers  with 

special  needs  community  an^t-  ^^^""Tirauar  and  standard^  for  the 

rationale  for  this  program  .ggg  education  through  which  ^he  q  ^  augmented  and  enhanced.  A 

access  to  be  maintained  and  improved  and  is  in  the  public  good, 

individual  with  special  needs  c  ^jjg^gd  has  apphc  y  ^gg^on 

secondary  but  important  objecuvesmin^^^^^ 

“Community  Of  One,  From  O  receives  over  2.0  million  visits  pe  transitioning  from  one 

in  EP  Magazine  and  on  the  EP  we  si  e  .^g^^gg  f^ced  by  military  farni  ‘o®’  '  ^  ^  is  not 

disabilities  from  the  EFMP  — ^^her  or  child  with  oftentimes  the  family 

military  installation  to  her  The  key  to  a 

uncommon  for  a  military  fa  y  ^  ^^e  stress  of  possibl  ^  ^^ousing  and  community 

arrives  at  a  new  Inager  This  individual  is  ^  a^sse- 

successful  transition  is  the  EF  .necial  education  school  official  ,  coldier  who  is  caring 

resources.  This  empowers  ,  ^  in  EP  Magazine  can  benefit  am  challenges  faced  by  military 

,eeds.  products  and  se-mes  ^  g^guon,  a  mainstay  of 

information.  Similarly,  civi  i  established  through  EP  s  Searc  families  to  reach  out  to 

families  and  hopefully  a  Phis  section  provides  an  oppor  j^otional  strains  of  those 

■“^rrrrr:::— « 

:::!:r“<-ynve^be,sw.fbspec„.„eebs. 


Thank  you, 


/zl^irirV 


Kerry  Dauphinee 
Military  Managing  Editor 
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ARMY  COMMUNITY  SERVICE 


EUROPE 

Army  Community  Service 

Exceptional  Family  Member  Program 

United  States  Army  Garrison 

Ansbach/lllesheim 

235th  BSB,  CDR 

Unit  28614,  APO,  AE  09177 

Telephone:  01149-9802-832-984 

Army  Community  Service 

Exceptional  Family  Member  Program 

United  States  Army  Garrison  Bamberg 

279th  BSB,  CDR 

Unit  27535,  APO,  AE  09139 

Telephone:  01149-300-951-37777 

Army  Community  Service 

Exceptional  Family  Member  Program 

United  States  Army  Garrison 

Baumholder 

222nd  BSB,  CDR 

Unit  23746,  APO,  AE  09034 

Telephone:  01149-6783-8188 

Army  Community  Service 

Exceptional  Family  Member  Program 

United  States  Army  Garrison 

Brussels  (NATO  SUP  ACT) 

80th  ASG,  CDR 
CMR451,APO,  AE  09708 
Telephone:  011-32-2707-9721 
Army  Community  Service 
Exceptional  Family  Member  Program 
United  States  Army  Garrison 
Darmstadt/Babenhausen 
233rd  BSB,  CDR 
CMR431,  APO,  AE  09175 
Telephone:  01149-5151-697618 
Army  Community  Service 
Exceptional  Family  Member  Program 
United  States  Army  Garrison  Dexheim 
221stBSB.CDR 
CMR406,  APO,  AE  09110 
Telephone:  01149-671-3345622 
Army  Community  Service 
Exceptional  Family  Member  Program 
United  States  Army  Garrison  Friedberg 
284th  BSB,  CDR 
CMR453,  APO,  AE  09074 
Telephone:  01149-6031-81-3465 
Army  Community  Service 
Exceptional  Family  Member  Program 
United  States  Army  Garrison  Garmisch 
6th  ASG,  CDR 
Unit  24515,  APO,  AE  09053 
Telephone:  01149-8821-759777 
Army  Community  Service 
Exceptional  Family  Member  Program 
United  States  Army  Garrison  Giessen 
284th  BSB,  CDR 
Unit  20911,  APO,  AE  09169 
Telephone:  01149-641-402-6041 
Army  Community  Service 
Exceptional  Family  Member  Program 
United  States  Army  Garrison 
Grafenwohr/Vilseck 
100th  ASG,  CDR 
Unit  28130,  APO,  AE  09114 
Telephone:  01149-966-283-2650 
Army  Community  Service 
Exceptional  Family  Member  Program 
United  States  Army  Garrison  Hanau 
414th  BSB,  CDR 

Unit  20193,  Box  0003,  APO,  AE  09165 
Telephone:  01149-618-188-8828 
Army  Community  Service 
Exceptional  Family  Member  Program 
United  States  Army  Garrison 
Eleidelberg 
411th,  BSB,  CDR 
Unit  29245,  APO  AE  09102 
Telephone:  01149-622-157-6883 
Army  Community  Service 
Exceptional  Family  Member  Program 
United  States  Army  Garrison  Elohenfels 


282nd  BSB,  CDR 

Unit  28216,  APO  AE  09173 

Telephone:  01149-947-283-2035 

Army  Community  Service 

Exceptional  Family  Member  Program 

United  States  Army  Garrison 

Kaiserlautern 

415th  BSB,  CDR 

Unit  23152,  APO,  AE  09227 

Telephone:  01149-631-536-6476/7521 

Army  Community  Service 

Exceptional  Family  Member  Program 

United  States  Army  Garrison 

Liverno  -  Camp  Darby 

22nd  ASG,  CDR 

Unit  31301,  Box  55,  APO,  AE  09613 
Telephone:  011-39-50-547084 
Army  Community  Service 
Exceptional  Family  Member  Program 
United  States  Army  Garrison 
Mannheim 
293rd  BSB,  CDR 
Unit  29901,  APO,  AE  09086 
Telephone:  01149-621-730-3184 
Army  Community  Service 
Exceptional  Family  Member  Program 
United  States  Army  Garrison  Schinnen 
254th  BSB,  CDR 
Unit  21602,  APO,  AE  09703 
Telephone:  011-3146-433-7452 
Army  Community  Service 
Exceptional  Family  Member  Program 
United  States  Army  Garrison 
Schweinfurt 
280th  BSB,  CDR 
CMR  457,  APO,  AE  09033 
Telephone:  01149-97-219-66751 
Army  Community  Service 
Exceptional  Family  Member  Program 
United  States  Army  Garrison  Stuttgart 
6th  ASG,  CDR 
Unit  30401,  APO,  AE  09107 
Telephone:  01149-711-680-7176 
Army  Community  Service 
Exceptional  Family  Member  Program 
United  States  Army  Garrison  Vicenza 
22nd  ASG,  CDR 

Unit  31401,  Box  80,  APO,  AE  09630 

Telephone:  011-39444-51-7617 

Army  Community  Service 

Exceptional  Family  Member  Program 

United  States  Army  Garrison 

Vilseck/Grafenwoehr 

409th  BSB,  CDR 

CMR  415,  APO,  AE  09114 

Telephone:  01149-611-721703 

Army  Community  Service 

Exceptional  Family  Member  Program 

United  States  Army  Garrison 

Weisbaden 

221st  BSB,  CDR 

Unit  29623,  APO,  AE  09096 

Telephone:  01149-611-705-5754 

Army  Community  Service 

Exceptional  Family  Member  Program 

United  States  Army  Garrison  Wuezburg 

417th  BSB,  CDR 

Unit:  26622,  APO,  AE  09244 

Telephone:  01149-932-130-5619 


KOREA 

Army  Community  Service 

Exceptional  Family  Member  Program 
Area  1  -  Uijongbu 
HHCArea  1  SAACS 
Unit  15707,  APO,  AP  98258-5707 
Telephone:  031-870-9177 


Army  Community  Service 

Exceptional  Family  Member  Program 
Area  II  -  Yongsan 
Attn:  IKAB-DCA-AC 
Unit  15333,  APO,  AP  96205-5333 
Telephone:  031-7918-8861 
Army  Community  Service 
Exceptional  Family  Member  Program 
Area  III  -  Pyongtaek 
USASA,  Area  III,  APO,  AP  96271 
Telephone:  011-82-31-690-8402 
Army  Community  Service 
Exceptional  Family  Member  Program 
Area  IV  -  Taegu 
Area  IV  Support  Activity 
Unit  15746,  APO,  AP  96218-5746 
Telephone:  011-82-53470-8120 


CONTINENTAL  OF  UNITED 
STATES  (CONUS) 

Army  Community  Service 

Exceptional  Family  Member  Program 
Building  2754,  Rodman  Road 
Aberdeen  Proving  Ground,  MD 
21005-5001 

Telephone:  410-278-7474 
Army  Community  Service 

Exceptional  Family  Member  Program 
632  Wright  Avenue 
Carlisle  Barracks,  PA  17013 
Telephone:  717-2454357 
Army  Community  Service 
Exceptional  Family  Member  Program 
9655  Belvoir  Road 
Fort  Belvoir,  VA,  22060-5561 
Telephone:  702-8054590 
Army  Community  Service 
Exceptional  Family  Member  Program 
1520  Freedman  Road 
Fort  Detrick,  MD  21702-5016 
Telephone:  301-619-2197 
Army  Community  Service 
Exceptional  Family  Member  Program 
30  Quebec  Street 
Fort  Devens,  MA  014344479 
Telephone:  508-796-3023 
Army  Community  Service 
Exceptional  Family  Member  Program 
Fort  Dix,  NJ,  08640 
Telephone:  609-562-2767 
Army  Community  Service 
Exceptional  Family  Member  Program 
4330  Conway  Road 
Fort  Drum,  NY  13602-5286 
Telephone:  315-772-6557 
Army  Community  Service 
Exceptional  Family  Member  Program 
601  Washington  Boulevard 
Fort  Eustis,VA  23604-5114 
Telephone:  757-878-3638 
Army  Community  Service 
Exceptional  Family  Member  Program 
Fort  Elamilton 
405  General  Lee  Avenue 
Brooklyn,  NY  11252 
Telephone:  718-6304754 
Army  Community  Service 
Exceptional  Family  Member  Program 
1231  Mahone  Avenue 
Building  9023 
Fort  Lee,  VA  23801-1605 
Telephone:  804-734-6388 
Army  Community  Service 
Exceptional  Family  Member  Program 
4217  Roberts  Avenue 
Fort  Meade,  MD  20755-5078 
Telephone:  301-677-5590 
Army  Community  Service 
Exceptional  Family  Member  Program 
Building  812,  Murphy  Drive 
Fort  Monmouth,  NJ  07703 
Telephone:  908-532-2076 


Army  Community  Service 

Exceptional  Family  Member  Program 
151  Bernard  Road 
Fort  Monroe,  VA  23651 
Telephone:  757-788-3878 
Army  Community  Service 
Exceptional  Family  Member  Program 
Building  201,  Custer  Road 
Fort  Meyer,  VA  22211 
Telephone:  703-696-3510 
Army  Community  Service 
Exceptional  Family  Member  Program 
522  Cam  Rahn  Bay  Road 
Fort  Story,  VA  23459 
Telephone:  757422-7311 
Army  Community  Service 
Exceptional  Family  Member  Program 
Building  14,  Kansas  Street 
Natick,  MA  01760 
Telephone:  508-2334798 
Army  Community  Service 
Exceptional  Family  Member  Program 
Building  34  N 

Picatinny  Arsenal,  NJ  07806 
Telephone:  201-724-3568 
Army  Community  Service 
Exceptional  Family  Member  Program 
11  Flap  Arnold  Boulevard 
Tobyhanna,  PA  18466-5044 
Telephone:  717-895-7069 
Army  Community  Service 
Exceptional  Family  Member  Program 
United  States  Military  Academy 
622  Swift  Road 
West  Point,  NY  10996 
Telephone:  845-9384621 
Army  Community  Service 
Exceptional  Family  Member  Program 
Walter  Reed  Army  Medical  Center 
6900  Georgia  Avenue 
Washington,  DC  20301-5001 
Telephone:  202-782-3412 
Army  Community  Service 
Exceptional  Family  Member  Program 
Dugway  Proving  Ground 
CSTE-DTC-DP-DB 
Dugway,  UT  84022-5000 
Telephone:  435-831-2120 
Army  Community  Service 
Exceptional  Family  Member  Program 
ATTN:  AFZC-AC 
6303  Wetzel  Avenue 
Fort  Carson,  CO  809134104 
Army  Community  Service 
Exceptional  Family  Member  Program 
615  McClellan  Avenue 
Fort  Leavenworth,  KS  66027 
Telephone:  913-684-2800 
Army  Community  Service 
Exceptional  Family  Member  Program 
ATTN:  ATZT-MWR-AC 
140  Replacement  Avenue 
Fort  Leonard  Wood,  MO  64573 
Telephone:  573-596-0212 
Army  Community  Service 
Exceptional  Family  Member  Program 
ATTN:  ACS 
Box  339500 
Fort  Lewis,  WA  98433 
Telephone:  253-967-9977 
Army  Community  Service 
Exceptional  Family  Member  Program 
2187  South  J  Street 
Fort  McCoy,  Wl  54656-5150 
Telephone:  608-388-3840 
Army  Community  Service 
Exceptional  Family  Member  Program 
Building  7264 
ATTN:  AFZN-CAS 
Fort  Riley,  KS  66442 
Telephone:  785-239-9435 
Army  Community  Service 


Exceptional  Family  Member  Program 
Rock  Island  Arsenal 
AMSTA-RI-CF-ACS  Building  10 
Rock  Island,  IL  61299 
Telephone:  309-782-0828 
Army  Community  Service 
Exceptional  Family  Member  Program 
USAG  Michigan 
Building  780,  Office  14 
Mount  Clemens,  Ml  48045 
Telephone:  586-307-6841 
Army  Community  Service 
Exceptional  Family  Member  Program 
United  States  Army  Garrison  Japan 
Camp  Zama 

Unit  45006,  APO  AP  96343-5006 
Telephone:  011-81-3117-63-8057 

Army  Community  Service 

Exceptional  Family  Member  Program 
United  States  Army  Garrison  Fort 
Greely 

ATTN:  IMPA-GRE-MW 
Fort  Greely,  AK  99731 
Army  Community  Service 
Exceptional  Family  Member  Program 
United  States  Army  Garrison  Alaska 
600  Richardson  Drive 
Fort  Richardson,  AK  99595-6000 
Telephone:  907-384-1517 
Army  Community  Service 
Exceptional  Family  Member  Program 
United  States  Army  Garrison  Alaska 
3401  Santiago  Avenue 
Fort  Wainwright,  AK  99703-6600 
Army  Community  Service 
Exceptional  Family  Member  Program 
United  States  Army  Garrison  Hawaii 
350  Eastman  Road 
Schofield  Barracks,  HI  96857-1059 
Telephone:  808-655-2400 
Army  Community  Service 
Exceptional  Family  Member  Program 
United  States  Army  Garrison  Japan 
Torii  Station,  Okinawa 
APO,  AP  011-81-611744 
Telephone:  96376-5115 
Army  Community  Service 
Exceptional  Family  Member  Program 
7  Frankford  Avenue 
Anniston  Army  Depot 
Anniston,  AL  36201 
Telephone:  256-235-7445 
Army  Community  Service 
Exceptional  Family  Member  Program 
USAIC 

ATTN:  AATZB-FC 

Fort  Banning,  GA  31905-4599 

Telephone:  706-545-5516 

Army  Community  Service 

Exceptional  Family  Member  Program 

Building  1-3571 

Knox  and  Randolph 

Fort  Bragg,  NC  28307 

Telephone:  910-396-8683 

Army  Community  Service 

Exceptional  Family  Member  Program 

ATTN:  IMSE-BUC-MWA 

Fort  Buchanan,  PR  009344206 

Telephone:  787-786-3804 

Army  Community  Service 

Exceptional  Family  Member  Program 

Building  5661 

Fort  Campbell,  KY  42223 

Army  Community  Service 

Exceptional  Family  Member  Program 

Building  33720 

Fort  Gordon,  GA  30905-5250 

Telephone:  706-791-3579 
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Army  Community  Service 

Exceptional  Family  Member  Program 
5450  Strom  Thurman 
Fort  Jackson,  SC  29207 
Telephone:  803-751-5256 
Army  Community  Service 
Exceptional  Family  Member  Program 
ATTN:  ATZK-CFA 
Fort  Knox,  KY  40121 
Telephone:  502-624-6291 
Army  Community  Service 
Exceptional  Family  Member  Program 
ATTN:  AFZK-PA 
1350  Troop  Row  SW 
Fort  McPherson,  GA  30330-1049 
Telephone:  4044644070 
Army  Community  Service 
Exceptional  Family  Member  Program 
ATTN:  IMSE-RCK-MWA 
Fort  Rucker  Soldier  Service  Center 
Fort  Rucker,  AF  36362 
Army  Community  Service 
Exceptional  Family  Member  Program 
Fort  Stewart/Hunter  AAF 
55  Pony  Soldier  Road 
Fort  Stewart,  GA  31314-5521 
Telephone:  912-767-5058 


Army  Community  Service 

Exceptional  Family  Member  Program 
United  States  Army  Garrison  Miami 
Family  Support  Center 
Miami,  FF  33172 
Telephone:  305437-2665 
Army  Community  Service 
Exceptional  Family  Member  Program 
Building  3338 

Redstone  Arsenal,  AF  35898 
Army  Community  Service 

Exceptional  Family  Member  Program 

ATTN:  ATZC-CAA-ACS 

Building  2494 

Fort  Bliss,  TX  79916-6812 

Telephone:  915-568-1132 

Army  Community  Service 

Exceptional  Family  Member  Program 

ATTN:  AFZF-CA-ACS 

Building:  9001 

Fort  Hood,  TX  76549 

Telephone:  254-2874199 


Army  Community  Service 

Exceptional  Family  Member  Program 
ATTN:  ATZS-MWC 
Building  50010 
Fort  Huachuca,  AZ  85613 
Telephone:  520-533-4227 
Army  Community  Service 
Exceptional  Family  Member  Program 
National  Training  Center 
PO  Box  105090 
Fort  Irwin,  CA  92310-5090 
Army  Community  Service 
Exceptional  Family  Member  Program 
ATTN:  AFZX-PA-FSS 
6936  Mississippi  Avenue 
Fort  Polk,  FA  71459-5227 
Army  Community  Service 
Exceptional  Family  Member  Program 
2010  Stanley  Road 
Building  2797 

Fort  Sam  Houston,  TX  78234-5095 
Telephone:  210-221-2705 


Army  Community  Service 

Exceptional  Family  Member  Program 
ATTN:  ATZR-P-F 
PO  Box  33097 
Fort  Sill,  OK  73503 
Telephone:  580442-5018 
Army  Community  Service 
Exceptional  Family  Member  Program 
McAlester  AAP 
1  CTree  Road 
McAlester,  OK  74501 
Telephone:  918421-3490 
Army  Community  Service 
Exceptional  Family  Member  Program 
ATTN:  AMSCM-OPPB-PAF 
16-270  Fleming  Drive 
Pine  Bluff  Arsenal,  AR  71602-9500 
Army  Community  Service 
Exceptional  Family  Member  Program 
Defense  Fanguage  Institute  & 
Language  Center,  (DLIFC&POM) 
Presidio  of  Monterey,  CA  93944 
Telephone:  831-242-7660 


Army  Community  Service 

Exceptional  Family  Member  Program 

Red  River  Army  Depot 

ATTN:  AMSTA-RR-Y 

Building  469,  Texarkana,  TX  75507- 

5000 

Telephone:  903-334-2466 

Army  Community  Service 

Exceptional  Family  Member  Program 
Sierra  Army  Depot 
Herlong,  CA  96113 
Telephone:  916-8274425 

Army  Community  Service 

Exceptional  Family  Member  Program 
Commander 

United  States  White  Sands  Missile 
Range 

White  Sands  Missile  Range 
NM  88002-5018 
Telephone:  505-678-6767 

Army  Community  Service 

Exceptional  Family  Member  Program 
United  States  Army  Yuma  Proving 
Ground 

Yuma,  AZ  85365-9111 
Telephone:  918-328-2513 


ING  THE  PIECES  TOGETHER 


Parents  and  families 

have  identified  that  obtaining 
information  about  their 
child’s  rights  and 
entitlements  is  their 
primary  need  when 
they  are  faced  with 
obtaining  appropri¬ 
ate  services  for 
their  child.  Assuring 
appropriate  services 
for  and  protecting  the 
rights  of  your  child  can 
be  very  difficult.  Even 
though  there  are  many 
experts  on  various  serv¬ 
ice  issues  there  is  only  one  on¬ 
going  “expert”  about  your  child  - 
and  that  is  you,  the  parent.  The 
fact  is  that  no  one  is  as  interested 
in  these  issues  as  you  are. 
Parents  are  expect¬ 
ed  to  give  legal  con¬ 
sent  to  their  child’s 
service  providers  and  to 
sign  release  forms  permitting  a 
multitude  of  others  to  access  records  they  themselves  may 
not  be  permitted  to  see.  Withholding  information  from  a 
parent  makes  the  parent  feel  helpless  and  powerless,  intim¬ 


idated  and  in  awe  of  the  providers.  But  this  practice  on  the 
part  of  the  “experts”  is  no  longer  acceptable  in  today’s  con¬ 
sumer-oriented  society. 

Parents  must  educate  themselves  if  they  are  going  to  be 
able  to  maximize  their  time,  effort,  resources  and  knowledge 
to  the  benefit  of  their  children.  You  need  to  arm  yourself 
with  information  and  skills  to  do  the  best  job  you  can  for 
your  child.  You  must  be  assertive  in  finding  and  using  avail¬ 
able  resources. 

You  can  tap  many  resources  to  help  you  better  understand 
your  child’s  rights  and  needs.  Consumer-based  advocacy 
organizations  are  an  excellent  source  for  information  and 
educational  materials  that  may  enhance  your  understand¬ 
ing.  Think  of  these  resources  as  tools  you  use  to  solve  the 
problems  you  and  your  child  face.  There  also  are  many 
books  and  materials  now  available  to  parents  that  explain 
broad  subjects  like  medical  needs  and  treatment,  special 
education  and  accessing  community  services  and  resources, 
or  give  detailed  information  about  specific  needs,  services  or 
conditions. 

Your  effort  as  a  parent  to  educate  yourself  helps  you  form 
a  strong  base  from  which  you  can  reach  out  to  grab  and  pull 
out  the  nuggets  of  information  that  become  key  to  putting  it 
all  together  for  your  child  and  for  your  family.  When  parents 
educate  themselves,  they  become  better  able  to  interact  with 
and  to  educate  those  who  work  with  and  around  their  chil¬ 
dren  and  their  families.  You  will  feel  more  self  assured  about 
your  expertise  and  preparation  and  service  providers,  sens¬ 
ing  your  confidence,  will  take  you  more  seriously. 
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CorniTvunity  of  One 
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we  invhe  you,  miUiary 

educators,  and  care  providers.  tn 

..  the  past,  medical  -^ed— ^er 
coordinating  care  professional  “experts”  ;•  and  this  spirit  needs  to  be 

institutionalized  in  *e  belief  ,are  professional  medical  society 

the  years  the  U.S.  milita  y  „;ri„ificant  relationships  with  eve  y  1  p^g  with  special  needs, 

enhanced.  EP  has  J^^n  whose  focus  is  the  care  ^Jtd  suppo  people  Who 

and  consumer  advocacy  g  deliver  In  «  families,  providing  all  a  greater 

These  relationships  are  a  th^-  both  civilian  and  military  fam 

care  ”  EP  products  and  services  w 

voice  and  increased  understanding.  he  happy.  1  think  the  purpose  of  life 
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change  is  inevitable,  ^e, however.  Support, taowledgemdre»u^^^^^^^^^.^ 

move  rorwardundaunted,  ^.dthatswhy  w 

With  my  best  regards, 

VaiAPhtne^ 

Kerry  C.  Dauphinee 

Military  Managing  Editor 
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Who  is  STOMP? 

By  Luz  Adriana  Martinez 


The  Specialized  Training  of  Military 

Parents,  better  known  by  many  as  STOMP,  is  a  federal¬ 
ly  funded  Parent  Training  and  Information  (PTI)  center 
established  to  assist  military  families  who  have  chil¬ 
dren  with  specialized  education  or  health  needs. 
STOMP  exists  to  empower  military  parents,  individuals 
with  disabilities,  and  service  providers  with  knowledge, 
skills,  and  resources  so  that  they  might  access  services 
to  create  a  collaborative  environment  for  family  and 
professional  partnerships  without  regard  to  geographic 
location. 

Heather  Hebdon  founded  STOMP  in  1985.  Heather  is 
the  spouse  of  a  retired  Soldier.  She  and  her  husband 
are  parents  to  three  young  adults  with  different  disabil¬ 
ities  and  two  beautiful  grandchildren,  one  of  them  with 
a  disability.  When  Heather  started  STOMP,  it  was 
because  she  saw  a  need  for  her  own  family  and  many 
other  families  like  hers.  “When  we  were  moving  from 
Hawaii  to  Washington,  it  would  have  been  fantastic  to 
have  someone  to  connect  my  family  with  the  resources 
available  in  the  installation  where  we  were  moving,” 
says  Heather.  She  goes  on  to  say:  “The  vision  for 
STOMP  was  to  establish  an  organization  that  would 
provide  support  to  military  families  of  children  with 
special  educational  and  medical  needs,  as  well  as  mili¬ 
tary  and/or  civilian  professionals  who  work  with 
them.  ”  To  this  day  no  other  organization  has  the  array 
of  services  or  training  activities  established  to  work 
with  Exceptional  Family  Member  Program  (EFMP)  fam¬ 
ily  members.  STOMP  is  a  project  of  the  Washington 
PAVE  Organization  and  is  funded  though  a  grant  from 
the  U.S.  Department  of  Education. 

The  staff  members  of  the  STOMP  Project  are  parents 
of  children  who  have  disabilities.  They  have  experience 
in  raising  their  children  in  military  communities  and 
traveling  with  their  sponsors  to  different  locations. 
This  makes  the  staff  and  the  program  uniquely  quali¬ 
fied  to  support  military  parents  who  themselves  have 
children  with  special  needs. 

Valerie  Patterson  is  in  the  East  Coast  office.  Valerie  is 
the  spouse  of  an  active  duty  Soldier  assigned  to  Fort 
Bragg.  They  are  the  parents  of  five  beautiful  children 
ranging  in  ages  from  eleven  to  nineteen.  Of  these,  four 
have  special  needs.  The  East  Coast  region  includes: 


North  Carolina,  South  Carolina,  Georgia,  Florida, 
Mississippi,  Arkansas,  Alabama,  Louisiana,  and 
Tennessee.  This  is  a  total  of  50  active  duty  military 
installations.  Valerie  has  been  with  STOMP  for  three 
years.  “I  want  families  to  know  that  we  understand 
what  they  go  through  because  we  experience  the  same 
challenges.  I  want  parents  to  know  that  they  are  not 
alone.  1  still  have  trials  and  tribulations  with  my  own 
kids’  Individualized  Education  Plans  (lEPs).  As  much  as 
I  would  like  to  say  that  we  don’t  have  any  problems,  we 
do.”  Valerie  goes  on  to  say:  “I  wish  I  could  say  that  we 
have  the  perfect  lEPs;  there  are  no  perfect  lEPs  because 
our  children  change  and  develop.  The  lEP  is  set  up  so 
that  we  can  change  it  according  to  their  growth,  and  if 
we  see  no  growth,  we  can  change  the  lEP  to  meet  their 
needs.” 

Adriana  Martinez  is  in  the  Central  office.  Adriana  has 
been  with  STOMP  since  1991  when  she  first  attended 
the  Parent  Professional  Teams  Workshop  and  became  a 
volunteer  for  STOMP.  In  2001  she  started  working  for 
STOMP  as  a  Parent  Education  Coordinator  and  current¬ 
ly  is  the  Assistant  Program  Director.  Adriana  and  her 
military  husband  have  two  children,  the  oldest  of 
which  has  Down  syndrome,  diabetes,  and  other  med¬ 
ical  needs.  The  Central  region  includes:  Nevada,  Utah, 
Colorado,  Nebraska,  Kansas,  Missouri,  Arizona,  New 
Mexico,  Texas,  and  Oklahoma,  a  total  of  41  active  duty 
installations. 

Beautiful  Tacoma,  WA  is  the  location  of  the  STOMP 
headquarters.  Working  out  of  this  office  are  Heather 
Hebdon,  STOMPS  founder  mentioned  earlier,  and 
Karen  Elliott.  Karen  and  her  husband  are  the  proud 
parents  of  two  beautiful  girls.  Both  of  their  girls  are 
enrolled  in  the  EFMP  program,  the  youngest  with  more 
significant  needs.  “I  found  STOMP  while  preparing  for 
a  Permanent  Change  of  Station  (PCS)  to  Germany.  I 
attended  a  workshop  at  Fort  Huachuca  with  Adriana 
Martinez,  and  during  the  introductions,  I  told  Adriana 
that  one  of  these  days  I  would  have  her  job,  I  now  do.” 
Karen  has  had  some  great  experiences  as  a  military 
spouse  but  in  her  eyes  “finding  STOMP  was  as  if  I  had 
found  my  home,”  She  goes  on  to  say,  “This  is  the  place 
where  everyone  speaks  and  understands  the  same  mil¬ 
itary  and  special  needs  acronyms.  I  left  that  workshop 
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with  my  STOMP  binder  and  finally  understood  what  I 
had  to  do  at  my  daughters’  next  lEP  meeting.” 

The  Headquarters  office  offers  its  services,  not  only 
to  the  rest  of  the  country,  but  also  to  all  the  military 
installations  overseas.  This  is  what  makes  STOMP, 
truly,  a  global  program. 

Among  the  services  that  STOMP  provides  are  work¬ 
shops  and  materials  on: 

•  How  to  work  with  the  educational  planning  team  to 
get  services  for  your  child  who  has  a  disability; 

•  How  to  access  resources  in  both  current  duty  sta¬ 
tions  and  future  duty  assignments  so  that  the  child 
can  begin  receiving  services  quickly  when  the  fami¬ 
ly  transfers; 

•  How  to  make  informed  decisions  with  respect  to 
overseas  assignments  and/or  services  within  the 
Department  of  Defense  Dependent  Schools  (DODDS) 
overseas  and  Domestic  Dependant  Elementary  S. 
Secondary  Schools  (DDESS)  within  the  United  States; 

•  Working  effectively  with  military  systems  like  TRI- 
CARE,  Extended  Care  Health  Option  (ECHO)  and  the 
Exceptional  Family  Member  Program  (EFMP)  for  a 
particular  branch  of  service; 

•  How  to  access  educational  and  medical  records  and 
develop  a  comprehensive  home  file. 

In  addition  to  this,  STOMP  offers  a  variety  of  services 
though  the  Internet.  The  STOMP  website  can  be  found 
at  www.stompproject.org,  and  one  can  always  send  an 
email  to  stomp@washingtonpave.com.  In  addition  to 
this,  STOMP  offers  two  email  based  discussion  lists  to 
further  connect  parents  and  professionals  across  the 
globe.  The  STOMP  listserv  exists  to  enable  military 
families  worldwide  to  stay  informed  and  connected 
and  to  learn  from  each  other.  It  provides  them  with  the 
necessary  knowledge,  skills,  and  resources  to  access 
services  and  feel  confident  in  their  role  as  their  child’s 
best  advocate.  To  subscribe,  send  an  email  to  STOMP- 
subscribe@topica.com.  The  second  list  is  called  TRI¬ 
FAT.  The  TRICARE  Funding  Autism  Treatment  list  exists 
to  enable  families  attempting  to  obtain  funding 
through  TRICARE  for  a  variety  of  autism  treatments 
(including  but  not  limited  to  Applied  Behavior  Analysis, 
supplements,  AIT,  etc.)  to  connect  with  each  other, 
sharing  information  and  support.  To  subscribe  to  the 
lists,  parents  and  professionals  can  send  an  email  to 
TRI-FAT-subscribe@topica.com 

Every  year  STOMP  invites  teams  from  installations 
around  the  world  to  apply  to  participate  in  the  Parent 
Professional  Teams  Workshop  (PPTW).  STOMP  invites 


installations  to  form  teams  of  three,  consisting  of  a  mil¬ 
itary  parent,  a  military  professional,  and  a  member  of 
the  State’s  Parent  Training  and  Information  centers. 
This  is  a  four  and  a  half  day  training  established  to 
strengthen  teams  so  that  they  can  return  to  their  instal¬ 
lations  and  assist  families  who  have  individuals  with 
disabilities.  “This  is  part  of  the  dream  for  STOMP,”  says 
Heather,  “to  have  a  STOMP  volunteer  in  every  installa¬ 
tion  so  that  when  a  family  is  moving  to  that  location, 
the  Parent  Professional  Team  Volunteer  (PPTVN)  will  be 
there  as  a  local  resource  providing  them  information 
before  the  family  arrives  at  the  new  installation.”  There 
are  currently  PPTVNs  in  twenty-five  states  and  overseas 
in  Kaiserslautern  and  Mannheim,  Germany  and  in 
Yongsan,  Korea. 

Additionally,  STOMP  provides  materials  to  parents 
and  other  interested  individuals  about; 

•  A  variety  of  disabilities; 

•  PL.  108-446  Individuals  with  Disabilities  Education 
Act  (IDEA); 

•  Section  504  of  the  Rehabilitation  Act; 

•  Department  of  Defense  Instruction  1342,12 
Provision  of  Early  Intervention  and  Special 
Education  Services  to  Eligible  DOD  Dependents  in 
Overseas  Areas. 

Most  of  these  materials  can  be  downloaded  from  the 
STOMP  website  free  of  charge. 

With  the  changing  environment  of  the  military 
because  of  the  war  effort,  it  is  Important  that  families 
feel  they  have  a  source  of  information,  support,  and 
resources.  While  there  may  be  resources  within  the 
community  or  schools,  not  all  of  them  are  aware  of  the 
unique  difficulties  that  arise  when  your  spouse  is 
deployed.  Because  of  personal  experience,  the  STOMP 
staff  understands  these  issues.  They  have  faced  the 
challenges  that  many  families  face  when  they  are,  not 
only  working  to  secure  effective  services  for  the  family 
member  with  disabilities,  but  also  dealing  with  the 
realities  of  having  family  members  deployed  in  high- 
risk  areas.  This  provides  a  unique  perspective  that 
families  appreciate  when  addressing  concerns  regard¬ 
ing  services  for  the  family  member. 

For  more  information  on  what  is  available  in  the 
installation  you  will  be  PCSlng  to,  refer  to  How  To 
Attend  A  STOMP  Workshop.  For  a  one-on-one  consulta¬ 
tion  or  to  attend  PPTW  as  part  of  a  team,  call  any  of  the 
STOMP  offices.  The  staff  will  be  more  than  happy  to 
assist  you  with  your  mission  to  be  the  best  advocate 
you  can  be  for  your  child.  • 
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The  Military  Child  EducaGen  Coalition"' 


The  Military  Child  Education  Coalition™ 

is  excited  to  partner  with  Exceptional  Parent  Magazine 
for  this  new  effort  to  serve  families  who  have  children 
with  special  needs. 

About  MCEC™ 

The  Military  Child  Education  Coalition™  or  MCEC™  is  a  pri¬ 
vate  non-profit  501(c)(3)  organization  focused  on  the  aca¬ 
demic  and  school-related  needs  of  all  United  States  mili¬ 
tary-connected  children.  Addressing  the  transition  and 
other  educational  challenges  faced  by  the  military  child, 
MCEC™  serves  as  an  incubator  of  innovative  approaches, 
a  conduit  of  promising  practices,  and  an  information 
source  for  organizations,  educators,  and  parents.  Toward 
this  end,  MCEC™  performs  research,  develops  resources, 
sponsors  professional  institutes,  conducts  conferences, 
and  publishes  information  for  all  constituencies. 

About  Military-connected  Cbildren 

Serving  alongside  the  members  of  our  nation’s  military 
are  more  than  1.8  million  military-connected  children. 
Because  of  their  parents’  commitment  to  serve  our 
country,  the  lives  of  these  children  are  full  of  the 
excitement  and  challenges  of  frequent  transitions,  the 
possibility  of  a  service  member’s  deployment  and  its 
concomitant  separation,  and  many  other  cultural  and 
circumstantial  differences  that  make  their  childhoods 
distinctive.  In  their  own  way,  each  of  these  children  is 
also  serving  our  country. 

Military-connected  children  face  unique  challenges. 
Military  children  typically  move  between  six  to  nine 
times  from  the  time  they  start  kindergarten  to  their 
senior  year  in  high  school;  this  transition  rate  is  three 
times  more  frequent  than  that  of  their  civilian  counter¬ 
parts.  Each  move  can  create  academic,  social,  and 
emotional  challenges  for  the  transitioning  child,  partic¬ 
ularly  if  the  relocation  is  to  a  new  state  or  country.  With 
military  members  and  their  families  located  all  over 
the  world,  this  happens  often. 

Moving  is  always  a  challenging  event,  but  for  families 
with  a  child  with  special  needs,  an  additional  layer  of 


complexity  is  involved.  With  13%  of  military  children 
identified  with  a  special  need,  a  large  number  of  fami¬ 
lies  are  faced  with  the  task  of  understanding  new  or  dif¬ 
ferent  state  rules  regarding  special  education,  the  pos¬ 
sible  need  to  have  their  child  reassessed  to  allow  access 
to  needed  programs  and  services,  and  adjustment 
issues  as  routines  are  changed  each  time  they  move. 

Other  Issues  inherent  to  military  life,  including  the 
likely  deployment  of  a  parent,  which  separates  a  child 
from  his  or  her  family  member,  and  concern  for  a  serv¬ 
ice  member  parent’s  safety,  also  add  to  concerns  faced 
by  military-connected  children  and  their  families, 
MCEC™  encourages  and  supports  parents  to  serve  as 
their  child’s  first  teacher  and  best  advocate  through  a 
series  of  programs,  including  MCEC™’s  Growing, 
Learning,  and  Understanding  (GLU):  Making  Meaning 
through  Early  Literacy™  initiative.  This  initiative  helps 
parents  promote  literacy  and  discuss  hard  topics 
through  children’s  books  and  guided  resources. 

Students  with  learning  challenges  and  those  with 
extraordinary  ability  require  tailored  academic  services 
and  settings  to  address  their  needs  fully  and  to  provide 
them  with  the  necessary  opportunities  to  reach  their 
full  potential.  Maintaining  continuity  and  predictability 
for  children  and  families  while  also  achieving  this 
needed  flexibility  can  be  complicated.  MCEC™  has 
developed  a  series  of  trainings,  called  the  Special 
Education  Leaders  Institute™,  to  help  leaders  in  the 
education  and  military  communities  understand  the 
issues  and  develop  ways  to  support  military-connect¬ 
ed,  special  needs  students. 

Future  columns  will  discuss  specific  programs  and 
services  MCEC™  offers  to  support  families  and  educate 
school  and  military  personnel  regarding  the  unique 
issues  faced  by  military  families  who  have  a  child  with 
special  needs,  including  the  Special  Education  Leaders 
Institute™  and  Growing,  Learning,  and  Understanding 
(GLU):  Making  Meaning  through  Early  Literacy™  initia¬ 
tive.  For  more  information,  please  contact  Stephanie 
Surles,  MCEC™’s  Research  and  Development  Officer,  at 
stephanie.surles@militarychild.org  or  visit  MCEC™’s 
website  at  www.militarychild.org,  • 
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For  TROOPS  &  FAMILIES: 

Life  in  the  military  is  both  challenging  and  exciting!  On 
MilitaryHOMEFRONT  you  can  access  information 
ranging  from  how  to  find  commissaries  and  exchanges 
to  how  to  get  help  for  loved  ones  injured  in  combat. 
Here  you  find  resources  to  support: 

•  Parenting 

•  Eldercare 

•  Deployment 

•  Legal  and  Personal  Finances 

•  Casualty  Assistance 

•  Transition  and  Employment 

•  Relocation 

•  Special  Needs 

For  SERVICE  PROVIDERS: 

MilitaryHOMEFRONT  provides  a  wealth  of  information 
to  service  providers  who  support  the  military  commu- 
nity.  The  information  ensures  that  service  providers 
have  access  to  the  most  current  resources  to  include: 

•  Department  of  Defense  policy 

•  Legislation 

•  Management  Guides 

•  Tool  Kits 

•  Promotional  Materials 

•  Program  Directories 

For  LEADERSHIP: 

MilitaryHOMEFRONT  is  an  excellent  source  of  infor¬ 
mation  for  military  leaders.  A  variety  of  topics  and 
resources  can  be  found  to  include: 

•  Commander’s  Guides 

•  Early  Bird  News  Digest 

•  Military  Knowledge  Online 

•  Legislation  and  Policy 

•  Casualty  Support 

MilitarylNSTALLATlON  Directories:  These  directories 
allow  you  to  locate  programs  and  activities  on  military 
installations  worldwide. 


The  MilitaryHOMEFRONT  Troops  &  Families  section 
has  a  dedicated  Special  Needs  area  that  has  a  wealth  of 
information  and  resources  for  military  families  with 
special  needs  and  includes  information  on  Education, 
Medical  Care,  as  well  as  Legal  and  Financial  Services.  A 
description  of  the  personnel  and  assignment  functions 
of  the  Exceptional  Family  Member  Program  as  well  as 
pertinent  regulations,  forms,  and  points  of  contact  are 
included. 

FAMILY  CONNECTIONS  FORUM:  Military  families 
with  special  needs  can  use  this  forum  to  connect  with 
other  military  families  and  find  out  about  resources  at 
other  duty  station  locations  or  ask  general  disability- 
related  questions. 

FAMILY  SUPPORT:  Find  who  provides  family  sup¬ 
port  services  and  where.  Learn  about  enrolling  your 
special  needs  child  in  child  care  and  learn  about 
respite  care  and  other  available  resources. 

TOOL  BOX:  The  Tool  Box  is  a  valuable  component  of 
MilitaryHOMEFRONT.  It  contains  tools  that  will  help  a 
family  organize  their  medical  and  educational  informa¬ 
tion,  find  helpful  toll  free  numbers  and  access  benefit 
checklists.  The  Tool  Box  also  includes  links  to  locators 
to  find  respite  care,  eldercare  agencies.  Social  Security 
Administration  offices,  and  more.  Also  included  in  the 
Tool  Box  area  is  the  Department  of  Defense  (DoD) 
Special  Needs  Parent  Tool  Kit.  The  Tool  Kit  contains  110 
pages  of  comprehensive  information  and  tools  geared 
toward  helping  military  families  with  special  needs  chil¬ 
dren  navigate  the  maze  of  medical  and  special  educa¬ 
tion  services,  community  supports,  and  benefits  and 
entitlements.  Each  module  contains  valuable  resources 
and  Important  facts;  record  keeping  tools  and  sample 
letters  have  also  been  incorporated.  The  Tool  Kit  is 
divided  into  six  colorful  modules  that  can  be  easily 
downloaded  and  printed  or  saved  on  to  a  CD. 

Visit  MilitaryHOMEFRONT’s  special  needs  sec¬ 
tion  today  to  connect  to  the  military  special  needs 
community! 

The  website  is  www.militaryhomefront.dod.mil/efm* 
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Army  Community  Service 

Exceptional  Family  Member 
Program 

United  States  Army  Garrison 
Ansbach/lllesheim 
235th  BSB,  CDR 
Unit  28614,  APO,  AE  09177 
Telephone:  01149-9802-832-984 
Army  Community  Service 
Exceptional  Family  Member 
Program 

United  States  Army  Garrison 

Bamberg 

279th  BSB,  CDR 

Unit  27535,  APO,  AE  09139 

Telephone:  01149-300-951-37777 

Army  Community  Service 

Exceptional  Family  Member 

Program 

United  States  Army  Garrison 
Baumholder 
222nd  BSB,  CDR 
Unit  23746,  APO,  AE  09034 
Telephone:  01149-6783-8188 
Army  Community  Service 
Exceptional  Family  Member 
Program 

United  States  Army  Garrison 
Brussels  (NATO  SUP  ACT) 

80th  ASG,  CDR 
CMR  451,  APO,  AE  09708 
Telephone:  011-32-2707-9721 
Army  Community  Service 
Exceptional  Family  Member 
Program 

United  States  Army  Garrison 
Darmstadt/Babenhausen 
233rd  BSB,  CDR 
CMR  431,  APO,  AE  09175 
Telephone:  01149-5151-697618 
Army  Community  Service 
Exceptional  Family  Member 
Program 

United  States  Army  Garrison 

Dexheim 

221stBSB.CDR 

CMR  406,  APO,  AE  09110 

Telephone:  01149-671-334-5622 

Army  Community  Service 

Exceptional  Family  Member 

Program  United  States  Army 

Garrison  Friedberg 

284th  BSB,  CDR 

CMR453,  APO,  AE  09074 

Telephone:  01149-6031-81-3465 

Army  Community  Service 

Exceptional  Family  Member 

Program 

United  States  Army  Garrison 

Garmisch 

6th  ASG,  CDR 

Unit  24515,  APO,  AE  09053 

Telephone:  01149-8821-759777 

Army  Community  Service 

Exceptional  Family  Member 

Program 

United  States  Army  Garrison 
Giessen 

284th  BSB,  CDR 

Unit  20911,  APO,  AE  09169 

Telephone:  01149-641402-6041 


Army  Community  Service 

Exceptional  Family  Member 
Program 

United  States  Army  Garrison 
Grafenwohr/Vilseck 
100th  ASG,  CDR 
Unit  28130,  APO,  AE  09114 
Telephone:  01149-966-283-2650 
Army  Community  Service 
Exceptional  Family  Member 
Program 

United  States  Army  Garrison  Hanau 
414th  BSB,  CDR 

Unit  20193,  Box  0003,  APO,  AE 
09165 

Telephone:  011-49-618-188-8828 

Army  Community  Service 

Exceptional  Family  Member 
Program 

United  States  Army  Garrison 
Heidelberg 
411th,  BSB,  CDR 
Unit  29245,  APOAE  09102 
Telephone:  01149-622-157-6883 
Army  Community  Service 
Exceptional  Family  Member 
Program 

United  States  Army  Garrison 
Hohenfels 
282nd  BSB,  CDR 
Unit  28216,  APO  AE  09173 
Telephone:  01149-947-283-2035 
Army  Community  Service 
Exceptional  Family  Member 
Program 

United  States  Army  Garrison 

Kaiserlautern 

415th  BSB,  CDR 

Unit  23152,  APO,  AE  09227 

Telephone:  01149-631-536- 

6476/7521 

Army  Community  Service 

Exceptional  Family  Member 
Program 

United  States  Army  Garrison 
Liverno  -  Camp  Darby 
22nd  ASG,  CDR 

Unit  31301,  Box  55,  APO,  AE  09613 
Telephone:  011-39-50-54-7084 

Army  Community  Service 

Exceptional  Family  Member 
Program 

United  States  Army  Garrison 
Mannheim 
293rd  BSB,  CDR 
Unit  29901,  APO,  AE  09086 
Telephone:  01149-621-730-3184 
Army  Community  Service 
Exceptional  Family  Member 
Program 

United  States  Army  Garrison 
Schinnen 
254th  BSB,  CDR 
Unit  21602,  APO,  AE  09703 
Telephone:  011-31-46433-7452 
Army  Community  Service 
Exceptional  Family  Member 
Program 

United  States  Army  Garrison 

Schweinfurt 

280th  BSB,  CDR 

CMR  457,  APO,  AE  09033 

Telephone:  01149-97-219-66751 


Army  Community  Service 

Exceptional  Family  Member 
Program 

United  States  Army  Garrison 

Stuttgart 

6th  ASG,  CDR 

Unit  30401,  APO,  AE  09107 

Telephone:  01149-711-680-7176 

Army  Community  Service 

Exceptional  Family  Member 

Program 

United  States  Army  Garrison 
Vicenza 

22nd  ASG,  CDR 

Unit  31401,  Box  80,  APO,  AE 

09630 

Telephone:  011-39444-51-7617 

Army  Community  Service 

Exceptional  Family  Member 
Program 

United  States  Army  Garrison 
Vilseck/Grafenwoehr 
409th  BSB,  CDR 
CMR  415,  APO,  AE  09114 
Telephone:  01149-611-721703 
Army  Community  Service 
Exceptional  Family  Member 
Program 

United  States  Army  Garrison 
Weisbaden 
221st  BSB,  CDR 
Unit  29623,  APO,  AE  09096 
Telephone:  01149-611-705-5754 
Army  Community  Service 
Exceptional  Family  Member 
Program 

United  States  Army  Garrison 

Wuezburg 

417th  BSB,  CDR 

Unit:  26622,  APO,  AE  09244 

Telephone:  01149-932-130-5619 


KOREA 

Army  Community  Service 

Exceptional  Family  Member 
Program 

Area  1  -  Uijongbu 
HHC  Area  1  SA  ACS 
Unit  15707,  APO,  AP  98258-5707 
Telephone:  031-870-9177 

Army  Community  Service 

Exceptional  Family  Member 
Program 

Area  II  -  Yongsan 
Attn:  IKAB-DCA-AC 
Unit  15333,  APO,  AP  96205-5333 
Telephone:  031-7918-8861 

Army  Community  Service 

Exceptional  Family  Member 
Program 

Area  III  -  Pyongtaek 
USASA,  Area  III,  APO,  AP  96271 
Telephone:  011-82-31-690-8402 
Army  Community  Service 

Exceptional  Family  Member 

Program 

Area  IV  -  Taegu 

Area  IV  Support  Activity 

Unit  15746,  APO,  AP  96218-5746 

Telephone:  011-82-53-470-8120 


CONTINENTAL  OF  UNITED 
STATES  (CONUS) 

Army  Community  Service 

Exceptional  Family  Member 
Program 

Building  2754,  Rodman  Road 
Aberdeen  Proving  Ground,  MD 
21005-5001 

Telephone:  410-278-7474 

Army  Community  Service 

Exceptional  Family  Member 
Program 

632  Wright  Avenue 
Carlisle  Barracks,  PA  17013 
Telephone:  717-2454357 

Army  Community  Service 

Exceptional  Family  Member 
Program 

9655  Belvoir  Road 

Fort  Belvoir,  VA,  22060-5561 

Telephone:  702-8054590 

Army  Community  Service 

Exceptional  Family  Member 
Program 

1520  Freedman  Road 
Fort  Detrick,  MD  21702-5016 
Telephone:  301-619-2197 

Army  Community  Service 

Exceptional  Family  Member 
Program 

30  Quebec  Street 

Fort  Devens,  MA  014344479 

Telephone:  508-796-3023 

Army  Community  Service 

Exceptional  Family  Member 
Program 

Fort  Dix,  NJ,  08640 
Telephone:  609-562-2767 

Army  Community  Service 

Exceptional  Family  Member 
Program 

4330  Conway  Road 
Fort  Drum,  NY  13602-5286 
Telephone:  315-772-6557 

Army  Community  Service 

Exceptional  Family  Member 
Program 

601  Washington  Boulevard 
Fort  Eustis,VA  23604-5114 
Telephone:  757-878-3638 

Army  Community  Service 

Exceptional  Family  Member 

Program 

Fort  Hamilton 

405  General  Lee  Avenue 

Brooklyn,  NY  11252 

Telephone:  718-630-4754 

Army  Community  Service 

Exceptional  Family  Member 

Program 

1231  Mahone  Avenue 
Building  9023 
Fort  Lee,  VA  23801-1605 
Telephone:  804-734-6388 

Army  Community  Service 

Exceptional  Family  Member 
Program 

4217  Roberts  Avenue 
Fort  Meade,  MD  20755-5078 
Telephone:  301-677-5590 


Army  Community  Service 

Exceptional  Family  Member 
Program 

Building  812,  Murphy  Drive 
Fort  Monmouth,  NJ  07703 
Telephone:  908-532-2076 

Army  Community  Service 

Exceptional  Family  Member 
Program 

151  Bernard  Road 
Fort  Monroe,  VA  23651 
Telephone:  757-788-3878 

Army  Community  Service 

Exceptional  Family  Member 
Program 

Building  201,  Custer  Road 
Fort  Meyer,  VA  22211 
Telephone:  703-696-3510 

Army  Community  Service 

Exceptional  Family  Member 
Program 

522  Cam  Rahn  Bay  Road 
Fort  Story,  VA  23459 
Telephone:  757-422-7311 

Army  Community  Service 

Exceptional  Family  Member 
Program 

Building  14,  Kansas  Street 
Natick,  MA  01760 
Telephone:  508-2334798 

Army  Community  Service 

Exceptional  Family  Member 

Program 

Building  34  N 

Picatinny  Arsenal,  NJ  07806 
Telephone:  201-724-3568 

Army  Community  Service 

Exceptional  Family  Member 
Program 

11  Hap  Arnold  Boulevard 
Tobyhanna,  PA  18466-5044 
Telephone:  717-895-7069 

Army  Community  Service 

Exceptional  Family  Member 
Program 

United  States  Military  Academy 
622  Swift  Road 
West  Point,  NY  10996 
Telephone:  845-9384621 

Army  Community  Service 

Exceptional  Family  Member 
Program 

Walter  Reed  Army  Medical  Center 
6900  Georgia  Avenue 
Washington,  DC  20301-5001 
Telephone:  202-782-3412 

Army  Community  Service 

Exceptional  Family  Member 
Program 

Dugway  Proving  Ground 

CSTE-DTC-DP-DB 

Dugway,  UT  84022-5000 

Telephone:  435-831-2120 

Army  Community  Service 

Exceptional  Family  Member 

Program 

ATTN:  AFZC-AC 

6303  Wetzel  Avenue 

Fort  Carson,  CO  80913-4104 
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Army  Community  Service 

Exceptional  Family  Member 
Program 

615  McClellan  Avenue 
Fort  Feavenworth,  KS  66027 
Telephone:  913-684-2800 

Army  Community  Service 

Exceptional  Family  Member 
Program 

AHN:  ATZT-MWR-AC 
140  Replacement  Avenue 
Fort  Feonard  Wood,  MO  64573 
Telephone:  573-596-0212 

Army  Community  Service 

Exceptional  Family  Member 

Program 

AHN:  ACS 

Box  339500 

Fort  Fewis,  WA  98433 

Telephone:  253-967-9977 

Army  Community  Service 

Exceptional  Family  Member 

Program 

2187  South  J  Street 
Fort  McCoy,  Wl  54656-5150 
Telephone:  608-388-3840 

Army  Community  Service 

Exceptional  Family  Member 
Program 
Building  7264 
AHN:  AFZN-CAS 
Fort  Riley,  KS  66442 
Telephone:  785-239-9435 
Army  Community  Service 
Exceptional  Family  Member 
Program 

Rock  Island  Arsenal 
AMSTA-RI-CF-ACS  Building  10 
Rock  Island,  IF  61299 
Telephone:  309-782-0828 

Army  Community  Service 

Exceptional  Family  Member 
Program 
USAG  Michigan 
Building  780,  Office  14 
Mount  Clemens,  Ml  48045 
Telephone:  586-307-6841 
Army  Community  Service 
Exceptional  Family  Member 
Program 

United  States  Army  Garrison  Japan 
Camp  Zama 

Unit  45006,  APO  AP  96343-5006 
Telephone:  011-81-3117-63-8057 


Army  Community  Service 

Exceptional  Family  Member 
Program 

United  States  Army  Garrison  Fort 
Greely 

ATTN:  IMPA-GRE-MW 
Fort  Greely,  AK  99731 

Army  Community  Service 

Exceptional  Family  Member 
Program 

United  States  Army  Garrison  Alaska 
600  Richardson  Drive 
Fort  Richardson,  AK  99595-6000 
Telephone:  907-384-1517 

Army  Community  Service 

Exceptional  Family  Member 
Program 

United  States  Army  Garrison  Alaska 

3401  Santiago  Avenue 

Fort  Wainwright,  AK  99703-6600 

Army  Community  Service 

Exceptional  Family  Member 
Program 

United  States  Army  Garrison  Hawaii 
350  Eastman  Road 
Schofield  Barracks,  HI  96857-1059 
Telephone:  808-655-2400 

Army  Community  Service 

Exceptional  Family  Member 
Program 

United  States  Army  Garrison  Japan 
Tori!  Station,  Okinawa 
APO,  AP  011-81-611744 
Telephone:  96376-5115 

Army  Community  Service 

Exceptional  Family  Member 
Program 

7  Frankford  Avenue 
Anniston  Army  Depot 
Anniston,  AF  36201 
Telephone:  256-235-7445 

Army  Community  Service 

Exceptional  Family  Member 

Program 

USAIC 

ATTN:  AATZB-FC 
Fort  Banning,  GA  31905-4599 
Telephone:  706-545-5516 
Army  Community  Service 

Exceptional  Family  Member 
Program 
Building  1-3571 
Knox  and  Randolph 
Fort  Bragg,  NC  28307 
Telephone:  910-396-8683 


Army  Community  Service 

Exceptional  Family  Member 
Program 

ATTN:  IMSE-BUC-MWA 
Fort  Buchanan,  PR  009344206 
Telephone:  787-786-3804 

Army  Community  Service 

Exceptional  Family  Member 

Program 

Building  5661 

Fort  Campbell,  KY  42223 

Army  Community  Service 

Exceptional  Family  Member 
Program 
Building  33720 
Fort  Gordon,  GA  30905-5250 
Telephone:  706-791-3579 
Army  Community  Service 
Exceptional  Family  Member 
Program 

5450  Strom  Thurman 
Fort  Jackson,  SC  29207 
Telephone:  803-751-5256 

Army  Community  Service 

Exceptional  Family  Member 
Program 

ATTN:  ATZK-CFA 

Fort  Knox,  KY  40121 

Telephone:  502-624-6291 

Army  Community  Service 

Exceptional  Family  Member 

Program 

ATTN:  AFZK-PA 

1350  Troop  Row  SW 

Fort  McPherson,  G A  30330-1049 

Telephone:  4044644070 

Army  Community  Service 

Exceptional  Family  Member 

Program 

ATTN:  IMSE-RCK-MWA 

Fort  Rucker  Soldier  Service  Center 

Fort  Rucker,  AF  36362 

Army  Community  Service 

Exceptional  Family  Member 
Program 

Fort  Stewart/Hunter  AAF 
55  Pony  Soldier  Road 
Fort  Stewart,  GA  31314-5521 
Telephone:  912-767-5058 

Army  Community  Service 

Exceptional  Family  Member 
Program 

United  States  Army  Garrison  Miami 
Family  Support  Center 
Miami,  FF  33172 
Telephone:  305-437-2665 


Army  Community  Service 

Exceptional  Family  Member 

Program 

Building  3338 

Redstone  Arsenal,  AF  35898 

Army  Community  Service 

Exceptional  Family  Member 
Program 

ATTN:  ATZC-CAA-ACS 
Building  2494 
Fort  Bliss,  TX  79916-6812 
Telephone:  915-568-1132 

Army  Community  Service 

Exceptional  Family  Member 
Program 

ATTN:  AFZF-CA-ACS 
Building:  9001 
Fort  Hood,  TX  76549 
Telephone:  254-2874199 

Army  Community  Service 

Exceptional  Family  Member 
Program 

ATTN:  ATZS-MWC 
Building  50010 
Fort  Huachuca,  AZ  85613 
Telephone:  520-5334227 

Army  Community  Service 

Exceptional  Family  Member 
Program 

National  Training  Center 

PO  Box  105090 

Fort  Irwin,  CA  92310-5090 

Army  Community  Service 

Exceptional  Family  Member 
Program 

ATTN:  AFZX-PA-FSS 
6936  Mississippi  Avenue 
Fort  Polk,  FA  71459-5227 

Army  Community  Service 

Exceptional  Family  Member 
Program 

2010  Stanley  Road 
Building  2797 

Fort  Sam  Houston,  TX  78234-5095 
Telephone:  210-221-2705 
Army  Community  Service 
Exceptional  Family  Member 
Program 
ATTN:  ATZR-P-F 
PO  Box  33097 
Fort  Sill,  OK  73503 
Telephone:  580442-5018 
Army  Community  Service 
Exceptional  Family  Member 
Program 
McAlester  AAP 
1  C  Tree  Road 
McAlester,  OK  74501 
Telephone:  918421-3490 


Army  Community  Service 

Exceptional  Family  Member 
Program 

ATTN:  AMSCM-OPPB-PAF 

16-270  Fleming  Drive 

Pine  Bluff  Arsenal,  AR  71602-9500 

Army  Community  Service 

Exceptional  Family  Member 
Program 

Defense  Language  Institute  & 
Language  Center,  (DLIFC&POM) 
Presidio  of  Monterey,  CA  93944 
Telephone:  831-242-7660 

Army  Community  Service 

Exceptional  Family  Member 
Program 

Red  River  Army  Depot 

ATTN:  AMSTA-RR-Y 

Building  469,  Texarkana,  TX  75507- 

5000 

Telephone:  903-334-2466 

Army  Community  Service 

Exceptional  Family  Member 
Program 

Sierra  Army  Depot 
Herlong,CA  96113 
Telephone:  916-8274425 

Army  Community  Service 

Exceptional  Family  Member 

Program 

Commander 

United  States  White  Sands  Missile 
Range 

White  Sands  Missile  Range 
NM  88002-5018 
Telephone:  505-678-6767 

Army  Community  Service 

Exceptional  Family  Member 
Program 

United  States  Army  Yuma  Proving 
Ground 

Yuma,  AZ  85365-9111 
Telephone:  918-328-2513 
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From  Our  Families. . .  To  Your 
Families — An  exclusive  new 
feature  for  military  families 
with  special  needs 


Center  For  the 


Opens  In  Style 
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Center  for  the  Intrepid 
Opens  In  Style 

Two  Fisher  Houses  poised  to  meet  family’s  needs 

By  Elaine  Wilson,  Fort  Sam  Houston  Public  Information  Office 


Thanks  to  the  generosity  of  600,000 

Americans,  wounded  warriors  now  have  a  $50  million 
state-of-the-art  physical  rehabilitation  facility.  The 
Center  for  the  Intrepid,  designed  for  service  members 
wounded  in  operations  Iraqi  Freedom  and  Enduring 
Freedom,  recently  opened  at  Fort  Sam  Houston  along 
with  two  new  Fisher  Houses  during  a  ceremony  that 
included  speeches  from  Chairman  of  the  Joint  Chiefs  of 
Staff,  Marine  Gen.  Peter  Pace,  and  Deputy  Secretary  of 
Defense,  Gordon  England.  R.  James  Nicholson,  secre¬ 
tary  of  the  Department  of  Veterans  Affairs,  also  spoke  at 
the  ceremony.  “There  are  those  who  speak  about 
(wounded  warriors)  today— ‘He  lost  an  arm.  He  lost  a 
leg.  She  lost  her  sight.’  I  object,”  Pace  told  the  injured 
troops  in  attendance.  “You  gave  an  arm,  you  gave  a  leg, 
you  gave  your  sight  as  gifts  to  your  nation  that  we 
might  live  in  freedom,”  The  $50  million  center  was 
built  entirely  from  private  donations  through  the 
Intrepid  Fallen  Heroes  Fund,  which  provides  assistance 


to  the  nation’s  military 
heroes  Injured  in  the  per¬ 
formance  of  duty  and  to 
their  families. 

“This  is  a  red-letter  day 
for  this  country  and  for  the 
600,000  Americans  who 
have  contributed  a  dollar, 
some  more  than  a  million 
dollars,  to  make  sure  our 
young  men  and  women  who  have  given  so  much  to 
this  country  are  aware  the  American  people  care  about 
them,”  said  Arnold  Fisher,  chairman  of  the  Intrepid 
Fallen  Heroes  Fund,  “They  are  our  national  treasure.” 
Dozens  of  wounded  warriors  joined  more  than  3,000 
guests  at  the  grand  opening.  The  guest  list  Included 
Senators  Hillary  Clinton  and  John  McCain,  country 
music  band  Big  &  Rich,  Rosie  O’Donnell,  Michelle 
Pfeiffer,  producer  David  E.  Kelley  and  top  military  lead¬ 
ers  from  all  branches  of  service.  Rock  music  star  John 
Mellencamp  performed  during  the  ceremony. 
Although  the  audience  was  packed  with  the  top  mili¬ 
tary  leaders  and  Hollywood  celebrities,  the  wounded 
warriors  received  the  longest  round  of  applause,  along 
with  a  standing  ovation.  “It’s  amazing,  truly  amazing.  It 
really  shows  the  American  people  care,”  said  wounded 
warrior,  Staff  Sgt.  Daniel  Barnes,  a  bilateral  amputee. 

The  four-story,  60,000-square-foot  center  was 
designed  for  wounded  warriors  like  Barnes,  Equipped 
with  the  latest  rehabilitation  technology,  it  is  a  potential 


The  front  entrance  of  the  Center 
for  the  Intrepid  leads  directly  to 
a  courtyard  that  is  only  steps 
away  from  the  new  Fisher 
Houses  III  and  IV.  The  walkway 
displays  names  of  contributors 
and  offers  the  opportunity  for  a 
peaceful  stroll  to  the  two  new 
houses.  A  sculpture  depicting 
the  broken  circle,  cracked  but 
still  intact,  adorns  the  terrace, 
which  has  an  overall  feel  of  a 
"village."->Photo  by  Cheryl 
Harrison 
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John  Inzima,  a  physical  J 
therapy  staff  assistant/ 
demonstrates  the 
challenges  of  the  21 -foot 
climbing  wall  in  the  new 
rehabilitation  center. 

The  Wall  promotes 
muscle  strength,  agility 
and  aerobic  conditioning. 
—Photo  by  Cheryl  Harrison 


Chairman  of  the  Joint  Chiefs  of  Staff,  U.S.  Marine  General  Peter  Pace , 
and  Staff  Sgt.  Victor  Dominguez  talk  before  the  ceremony. 

—Photo  by  U.S.  Air  Force  Staff  Sgt.  D.  Myles  Cullen 

athlete’s  dream.  The  facility  includes  an  indoor  run¬ 
ning  track,  firing  range,  pool,  two-story  climbing  wail, 
prosthetic  center,  and  a  computer-assisted  rehabilita¬ 
tion  environment,  known  as  CAREN,  This  rehab  envi¬ 
ronment  comprises  a  dome  with  a  4-meter  platform 
and  screen,  simulating  for  the  user  everything  from  a 
stroll  down  a  city  sidewalk  to  a  day  on  the  lake.  It 
allows  patients  to  improve  their  gait  and  balancing 

continued  on  page  88 


Service  members  cut  the  ceremonial  ribbon  for  the  Center  for  the  Intrepid,  a  state-of-the-art 
physical  rehabilitation  center.  Two  new  Fisher  Houses,  a  home  away  from  home  for  family 
members  of  hospitalized  Soldiers,  also  opened  with  a  ribbon  cutting.— Photo  by  U.S.  Air  Force 
Staff  Sgt.  D.  Myles  Cullen 
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Deputy  Defense 
Secretary,  Gc 
England,  speaks 
during  the  official 
dedication  of  the 
Center  for  the 
Intrepid.— Photo  by 
U.S.  Air  Force  Staff 
Sgt.  D.  Myles  Cullen 


Center  for  the  Intrepid 
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The  lobby  of  the  Center  for  the  Intrepid  displays  a  4,500 
pound  granite  donor  recognition  wall  with  words  to 
remind  visitors  and  patients  of  the  Soldiers'  legacy  of 
strength,  resiliency,  and  resolve. 

Photo  by  Cheryl  Harrison 


garage.”  The  two  new  Fisher  Houses,  locat¬ 
ed  nearby  the  Center  For  the  Intrepid,  bring 
the  on-post  total  to  four.  Fisher  Houses  serve 
as  a  home  away  from  home  for  families  of 
patients  receiving  medical  care  at  major  mil¬ 
itary  and  Veterans  Affairs  medical  centers. 
The  21 -room  homes  are  built  in  the  newer 
Fisher  House  style,  a  sprawling  16,800 
square  foot  dwelling,  as  opposed  to  the  older 
models  that  are  just  over  5,000  square  feet. 


continued  from  page  87 

skills.  The  unit  is  one  of  nine  in  the  world  and  the 
only  one  in  the  United  States.  “What  you  see  before 
you  is  a  monument  built  by  the  contributions  of 
600,000  Americans,”  Fisher  said.  “This  is  a  monu¬ 
ment  to  not  only  the  men  and  women  and  their  fam¬ 
ilies  who  will  come  here  but  a  monument  to  the  gen¬ 
erosity  of  our  citizens  and  their  love  for  those  who 
serve.”  The  center  will  initially  cater  to  amputees 
and  burn  patients  Injured  in  the  Global  War  on 
Terrorism  but  is  hoped  to  expand  to  encompass 
retirees,  family  members,  and  veterans, 

“This  is  my  son’s  (Ken  Fisher)  and  my  commit¬ 
ment  and  our  mission,”  Fisher  said.  “We’ll  contin¬ 
ue  this  as  long  as  it’s  necessary.  Our  only  wish  is 
that  a  place  like  this  will  someday  become  a 
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Families  will  be  able  to  live  in  comfort  and  style  as 
they  care  for  their  loved  ones  in  homes  that  more 
closely  resemble  a  Malibu  mansion  than  temporary 
military  housing.  Each  home  has  a  kitchen  even 
Martha  Stewart  would  love,  a  formal  dining  room, 
several  sitting  rooms  and  elegant  bedrooms 
equipped  with  DVD/VCR  systems  and  flat-screen 
TVs.  “What  a  privilege  it  is  to  render  assistance  to 
military  families,”  said  Ken  Fisher,  chairman  of  the 
Fisher  House  Foundation.  Gen.  Pace  echoed  the 
sentiment.  “Thank  you  to  the  families  -  families  of 
the  fallen,  families  of  the  wounded;  you  sacrifice  in 
ways  that  people  who  have  not  walked  in  your 
shoes  can  only  imagine.  When  we  are  wounded, 
you  are  there  to  help  put  us  back  together.  Those  of 
you  who  are  family  members  of  fallen  and  of 
wounded  have  served  this  country  as  well  as  any¬ 
one  who  has  ever  worn  the  uniform.”  • 


Justin  Laferrer, 
physical  therapist 
the  Center  for  the 
Intrepid, 
demonstrates  the  '• 
flowrider,  which  is  in 
the  natatorium  at 
the  center.  The 
flowrider  machine  ' 
jet  propels  a  water 
stream  over  a 
stretched  canvas,  ^ 
creating  an  inclusive,, 
exhilarating,  and  ^ 
safe  activity  for 
most  amputees.  . 
—Photo  by  Cheryl 
Harrison  ' 
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The  First  Awards  Ceremoiiy 
at  the  Center  Fer  The  Intrepid 

Master  Sergeant  Daniel  Robles  Is  Honored  With  A  Purple  Heart  and 
Bronze  Star  ★  By  Elaine  Wilson,  Fort  Sam  Houston  Public  Information  Office 


With  the  star-studded  grand  epening 

just  a  day  away,  Army  Vice  Chief  of  Staff,  Gen,  Richard  A.  Cody,  offi¬ 
ciated  over  the  first  awards  ceremony  at  the  Center  for  the  Intrepid 
(CFI).  The  official  dedication  of  the  $50  million,  state-of-the-art 
rehabilitation  center  for  wounded  warriors  was  slated  to  draw  a 
crowd  of  3,000,  along  with  a  slew  of  celebrities  and  politicians,  to 
include  Senators  Hillary  Clinton  and  John  McCain,  and  entertainers 
Michelle  Pfeiffer,  John  Mellencamp,  and  Rosie  O’Donnell. 

On  this  day,  however,  Cody’s  focus  was  not  on  the  grand  opening  of  the 
CFI  or  the  celebrity  cast  but  on  Master  Sergeant  Daniel  Robles  who  was 
being  honored  with  a  Purple  Heart  and  Bronze  Star  in  the  lobby  of  the 
new  center.  “We  have  a  warrior  ethos  in  the  Army  that  Master  Sergeant 
Robles  has  lived  up  to  all  of  his  career  and  certainly  on  that  day  in  April 
2006  in  Baghdad,  when  he  was  serving  as  an  Non-Commissioned  Officer 
(NCO)  leading  Soldiers,  when  he  was  injured,”  the  general  said. 

Robles,  a  mortar  platoon  sergeant,  was  injured  April  8,  2006 
while  on  a  patrol  in  southern  Baghdad.  He  was  riding  in  the  lead 
vehicle  of  a  convoy  when  it  hit  an  improvised  explosive  device  (lED). 
Robles  was  riddled  with  shrapnel  and  lost  both  of  his  legs  below  the 
knee  as  a  result  of  the  explosion,  “Since  then  he’s  been  going  back 
and  living  that  ethos  of  mission  first,  never  accepting  defeat,  never 
quitting  and  never  leaving  a  fallen  comrade,”  Cody  said. 

That  same  mission  applies  to  the  Center  for  the  Intrepid,  Cody  said. 
The  center  was  made  possible  through  private  donations  and  the  com¬ 
mitment  of  Arnold  and  Ken  Fisher,  a  father-son  team  who  head  up  the 


Army  Vice  Chief  of  Staff,  Gen.  Richard  A.  Cody,  helps  Master  Sergeant 
Daniel  Robles,  who  lost  both  his  legs  after  an  attack  in  Iraq,  stand 
during  the  first  awards  ceremony  at  the  Center  for  the  Intrepid,  a 
new,  state-of-the-art  rehabilitation  center  at  Fort  Sam  Flouston. 

Cody  awarded  Robles  the  Purple  Hleart  and  Bronze  Star  as  his  wife, 
Ernestine,  daughter,  Mary  and  Bill  White  (far  right),  president  of  the 
Intrepid  Fallen  Fleroes  Fund,  look  on.  Photo  by  Cheryl  Hlarrison 

Intrepid  Fallen  Heroes  Fund  and  the  Fisher  House  Foundation.  Both  the 
Intrepid  Fallen  Heroes  Fund  and  the  Fisher  House  Foundation  are  mem¬ 
bers  of  the  Defense  Department’s  America  Supports  You  program,  that 
works  to  highlight  ways  in  which  Americans  support  U.S.  troops,  veter¬ 
ans,  and  their  families.  “Mission  first  is  getting  Soldiers  like  Master 
Sergeant  Robles  back  on  their  feet:  never  quitting  is  his  job;  never  accept¬ 
ing  defeat  is  our  job  to  help  him;  and  never  leaving  a  fallen  comrade  is 
what  the  Fisher  House  Foundation  and  the  CFI  Foundation  [have  done,  as 
well  as]  all  of  those  great  Americans  who  have  donated  their  dollars  and 
their  hearts  to  let  our  Soldiers  know  that  if  you  are  wounded  on  the  bat¬ 
tlefield,  we  will  stay  with  you,”  Cody  said.  Despite  his  injuries,  Robles 
stood  to  receive  his  Bronze  Star  and  Purple  Heart,  which  Cody  called  a 
“badge  of  honor.”  Cody  also  commented,  “I  hate  giving  out  Purple  Hearts, 
but  I’m  also  proud  to  give  out  Purple  Hearts  because  I  know  the  pain  and 
suffering  that  not  only  the  Soldier  goes  through,  but  also  his  family,  in 
helping  him  in  coming  back,  never  quitting,  and  giving  him  back  his  life.” 

Cody  said  that  regardless  of  their  injuries,  many  of  the  Soldiers  he 
meets  profess  their  love  of  this  country  and  the  Army,  “Most  of  them 
say  ‘General,  can  we  stay  in?  I  have  so  much  to  offer,”’  he  said.  The  gen¬ 
eral  said  Robles  asked  him  the  same  question.  Cody  gave  his  answer  at 
the  awards  ceremony.  “You  have  my  commitment  as  vice  chief  of  staff 
of  the  Army,”  he  said.  “We’ll  keep  you  in  the  Army  as  long  as  you  want 
to  stay.”  Robles,  who  has  1 7  years  already  under  his  belt,  said  he’s  excit¬ 
ed  he  will  be  able  to  complete  a  20-year  career.  “It’s  pretty  amazing,”  he 
said.  “[Cody]  even  gave  me  his  card.  I  couldn’t  ask  to  be  in  a  better  place 
coming  to  Fort  Sam  Houston  and  Brooke  Army  Medical  Center,”  Robles 
said.  “I  can  only  imagine  what  will  be  accomplished  once  this  place  is 
fully  open.  Tomorrow  is  a  big  day  for  Fort  Sam  and  all  of  the  services.” 

Along  with  the  Center  for  the  Intrepid,  two  new  Fisher  Houses 
opened  Monday  at  Fort  Sam  Houston.  The  21 -room  houses,  which 
resemble  an  upscale  hotel,  provide  a  home  away  from  home  for 
families  of  wounded  warriors.  “People  ask  me  why  we  do  what  we 
do,”  said  Ken  Fisher,  chairman  and  CEO  of  the  Fisher  House 
Foundation,  “Look  to  my  left,”  he  said,  referring  to  Robles.  “Can  you 
imagine  this  sergeant  going  through  his  rehab  and  not  having  his 
family  with  him?  This  is  exactly  why  we  do  what  we  do.”  • 
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Home  Away  From  Home 

Fisher  Houses  bring  military  families  together 

By  Elaine  Wilson,  Fort  Sam  Houston  Public  Information  Office 


Specialist  Eric  Gonzales  was 


on  patrol  in  Iraq  when  he  saw  the  first  impro¬ 
vised  explosive  device  (lED).  He  backed  away 
from  the  lED,  not  realizing  a  second  one  lay 
just  inches  from  his  feet.  When  it  exploded, 
the  shrapnel  pierced  the  infantryman’s  lower 
body,  some  hying  into  his  face.  In  the  two 
years  since  his  injury,  Gonzales’  battle  has 
switched  from  fighting  the  enemy  to  fighting 
to  regain  his  life.  His  myriad  medical 
issues-damaged  knee  and  shoulder,  memory 
loss,  hearing  loss,  arthritis,  back  Injury,  infec- 
tions-eventually  landed  the  Louisiana 
National  Guardsman  at  Brooke  Army  Medical 
Center  (BAMC)  in  October  2006. 

Eight  hours  away  in  Alexandria,  La., 

Gonzales’  girlfriend.  Misty,  constantly  wor¬ 
ried  about  Eric.  She  worried  he  wouldn’t  be  able  to 
remember  his  medical  appointments,  ask  his  doctors 
the  right  questions,  or  pay  his  bills.  But  neither  could 
afford  to  shell  out  the  hundreds  of 
dollars  needed  for  a  hotel  or  the 
long,  weekly  drives  to  San 
Antonio  so  they  could  be  togeth¬ 
er.  Then  a  friend  told  them 
about  the  Eisher  House 
program,  which  pro- 

A  statue  of  Zachary  and  Elizabeth 
Fisher,  founders  of  the  Fisher  House 
program,  serves  as  a  reminder  of  the 
generosity  of  the  Fishers.  In  1990, 
the  Fishers  began  the  program, 
dedicating  more  than  $20  million  to 
the  construction  of  comfort  homes 
for  families  of  hospitalized  military 
personnel 

vides  military  families  a  place  to  stay 
while  their  loved  one  recovers  from  an  injury  or  Illness. 

Just  before  Christmas,  Misty  moved  into  the  Eisher 
House,  down  the  street  from  BAMC. 

Although  still  battling  for  his  health,  Eric  credits  his 
ongoing  strength  to  Misty  and  his  newfound  happiness 
to  the  Eisher  House,  “She  moved  here,  and  we  just  got 
married  January  3  by  the  justice  of  the  peace  down- 


Specialist  Eric  Gonzales,  his  wife.  Misty,  and  their  daughter,  Cameron,  spend  quality 
time  together  at  the  Fisher  House  I.  Gonzales,  an  infantryman,  is  recovering  from 
wounds  received  while  serving  in  Iraq.— Photo  by  Elaine  Wilson 

town,”  he  said.  “The  Fisher  House  brought  us  together,” 
“I’m  here.  He’s  getting  better,”  said  Misty,  who  also 
brought  their  four-year-old  daughter,  Cameron,  “He 
knows  I’m  OK,  too.  He  doesn’t  have  to  worry  about  me 
either  anymore.  If  it  wasn’t  for  the  Fisher  House,  I’d  still 
be  at  home  worrying  about  him.”  With  the  surge  of 
war-wounded  over  the  past  few  years.  Misty  represents 
a  growing  population  of  family  members  who  are  mov¬ 
ing  near  major  military  medical  centers  to  be  with  their 
loved  ones,  many  facing  lengthy  recoveries.  Most 
would  not  be  able  to  afford  a  long-term  stay  with¬ 
out  the  help  of  the  Fisher  House  program. 

Founded  in  1990,  the  Fisher  House  program 
serves  more  than  8,500  families  annually  and  has 
provided  more  than  two  million  days  of  lodging  to 
family  members  since  the  program  started, 
according  to  the  program’s  Web  site.  The  low-cost 
temporary  housing  has  saved  families  more  than  $60 
million  in  lodging  costs,  plus  savings  on  subsistence  and 
transportation  costs.  On  post,  Fisher  Houses  1  and  2 
opened  in  1992,  pre-dating  the  construction  of  the  new 
BAMC  building.  The  eight-room,  5,000-plus-square-foot 
homes  were  planned  with  family  in  mind  and  come 
complete  with  several  common  areas,  a  big  kitchen,  and 
plenty  of  comfy  couches  and  chairs.  “These  Fisher 
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Houses  were  built  for  a  short  stay,  but 
with  the  war,  the  families  are  staying 
anywhere  from  forty-five  days  to  two 
years,”  said  Russell  Fritz,  assistant  Fisher 
House  manager,  “But  with  limited 
space,  one  of  the  hardest  things  I  have  to 
do  is  tell  someone  there  aren’t  any 
rooms  available,” 

The  new  Fisher  Houses  are  sure  to  remedy  that 
problem.  The  two,  21 -room  homes,  projected  to  open 
in  late  February,  will  comfortably  accommodate  an 
additional  42  families.  The  homes  are  a  sprawling, 
16,800  square  feet  and  are  decorated  with  the  finest 
linens,  furniture,  and  home  decor,  all  courtesy  of 


The  hew  Fisher  Houses  feature  large  kitchens 
with  four  refrigerators,  locked  cabinets  for 
special  dietary  needs,  and  four  built-in  ovens. 
—Photo  by  Chery!  Harrison 


donations  made  through  the  Fisher  House 
Foundation,  Like  the  older  homes,  the  new  houses 
have  sitting  and  dining  areas  and  a  large  kitchen. 
However,  the  newer  homes  are  also  compliant  with 
the  Americans  with  Disabilities  Act,  making  them  bet¬ 
ter  able  to  accommodate  wounded  service  members. 


Navaeh  points  out  a  "Nemo"  fish  for  her  grandfather.  Air  Force 
Master  Sergeant  Shawn  Roberts,  at  Fisher  House  I.  The  family  is 
staying  at  the  Fisher  House  while  Roberts'  wife,  Jacki,  is  treated 
for  cervical  cancer  at  Brooke  Army  Medical  Center. 

—Photo  by  Elaine  Wilson 


Fisher  House  volunteers,  Rieko  Johnson  and  Masae  Grutza,  hang  flyers 
in  the  kitchen.  Fisher  House  volunteers  clean  common  areas,  answer 
phones,  and  visit  with  residents.  "If  it  wasn't  for  the  volunteers,  we 
wouldn't  be  as  comfortable,"  Misty  Gonzales  said. 

—Photo  by  Elaine  Wilson 


Inge  Godfrey,  Fisher  House  manager,  and  Russell  Fritz,  assistant  manager,  meet  with 
Jonathan  Giesecke  and  Blandon  Middleton,  event  coordinators  from  Bennigan's  Grill  and 
Tavern  to  discuss  ways  that  the  company  can  support  the  Fisher  Houses. 

—Photo  by  Elaine  Wilson 


“Our  Soldiers  will  not  only  feel  more 
comfortable  but  will  be  able  to  be  an 
integral  part  of  the  family  again-allow¬ 
ing  them  to  help  with  laundry,  make 
dinner,  take  care  of  their  kids,  as  well 
as  being  able  to  take  care  of  them¬ 
selves,”  said  Inge  Godfrey,  Fisher 
House  manager. 

While  the  new  Fisher  Houses  are 
decked  out  in  the  latest  in  technology 
and  design,  the  most  valuable  feature  in 
the  homes  is  one  without  a  price 
tag-the  families,  “What’s  wonderful 
about  the  Fisher  House  program  is  it 
offers  a  home  away  from  home  for  fam¬ 
ilies  as  well  as  fellowship  during  their 

continued  on  page  92 
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Russell  Fritz,  assistant  Fisher  House  manager,  covers  chocolate  chip 
cookies,  one  of  many  baked  good  donations  delivered  to  the  Fisher 
Houses.  The  Fisher  Houses  even  received  a  donation  of  a  wedding 
cake,  after  a  bride  backed  out  at  the  last  minute. 

—Photo  by  Elaine  Wilson 


continued  from  page  91 

stay,”  Fritz  said.  “Families  have  a  tendency  to  bond. 
They  cook  for  one  another,  care  for  each  other’s  kids, 
and  those  with  cars  provide  transportation  to  those 
without.” 

“They  also  help  each  other  through  an  emotionally 
challenging  time,”  he  said,  “Family  members  may 
come  back  from  the  hospital  depressed  because  their 
Soldier  had  a  setback.  The  residents  here  can  most 
times  relate  and  can  help  relieve  stress  by  listening  to 
what  happened  and  then  share  their  experiences,” 

“It  helps  to  be  in  a  family  environment  with  other 
kids,”  said  Air  Force  Master  Sgt.  Shawn  Roberts,  who 
has  lived  in  the  Fisher  Flouse  with  his  four-year-old 
granddaughter,  Navaeh,  since  October  11th.  Flis  wife, 
Jacki,  is  being  treated  for  cervical  cancer  at  BAMC.  “We 
watch  each  other’s  children.  Cook  together.  It’s  a  great 
support  system.”  Roberts’  friend.  Staff  Sgt.  Robert 
Hardwick,  a  chaplain’s  assistant  at  Fort  Hood,  Texas, 
went  from  referring  people  to  the  Fisher  House  to 
checking  in  himself.  Diagnosed  with  prostate  cancer, 
Hardwick  has  been  staying  at  the  Fisher  House  while 
he  undergoes  chemotherapy  and  radiation  at  BAMC.  “1 
could  sit  in  my  room  and  be  depressed  about  my  can¬ 
cer.  But  here,  everyone  has  their  own  story.  We  can 
relate  to  each  other,”  he  said.  “Being  here  has  helped 
me  tremendously.  It’s  a  close-knit  family,”  Fritz  said 
that  the  relationships  formed  between  residents  far 
exceed  their  stay. 

“When  a  former  resident  got  married,  people  trav- 


Staff  Sergeant  Robert  Hardwick,  a  chaplain's  assistant  from  Fort 
Hood,  Texas,  relaxes  with  a  newspaper.  Hardwick  has  been  staying  at 
the  Fisher  House  since  December  4,  while  he  undergoes  treatment  for 
prostate  cancer.  —Photo  by  Elaine  Wilson 


eled  to  Illinois  from  Texas  and  Washington  to  be  there. 
We’ve  even  had  weddings  at  the  Fisher  House,”  Fritz 
said.  “Inge  arranged  for  food,  flowers,  and  the  guests. 
The  only  setback  was  the  groom  was  an  inpatient.  The 
hospital  commander  arranged  for  an  ambulance  and  it 
drove  up  here  with  cans  tied  to  it  for  the  newlyweds.” 
Inge  said  that  it  was  the  least  she  could  do.  “My  posi¬ 
tion  gives  me  the  advantage  to  give  directly  to  the  men 
and  women  who  serve  in  our  military  the  best  of  care 
while  they  reside  at  the  Fisher  Houses,”  she  said,  “1  am 
filled  with  passion  for  these  families  and  feel  so  fortu¬ 
nate  to  be  a  part  of  the  Fisher  Houses  families,  taking 
care  of  those  who  serve.” 

With  so  much  to  offer  families,  Fritz  said  he  is  always 
surprised  when  people  say  they  never  heard  of  the 
Fisher  Houses.  “People  come  to  us  after  living  out  of 
pocket  for  weeks  or  months  and  are  near  a  financial 
breaking  point  because  they  didn’t  know  we  were 
here,”  Fritz  said.  “If  people  are  unable  to  donate,  then 
they  can  help  by  spreading  the  word.”  Fritz  said  the 
Fisher  Houses  are  also  always  in  need  of  supplies,  but 
the  best  bet  is  to  call  ahead  to  find  out  the  current 
needs.  A  gift  of  money  is  also  welcome  since  the  Fisher 
Houses  run  100  percent  through  donations. 

For  more  information  about  the  Fisher  Houses  at 
Fort  Sam  Houston,  call  210-916-6000.  For  information 
on  the  Fisher  House  Foundation,  visit  http://www,fish- 
erhouse.org.  • 
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The  Military  Child  Education 
Coalition"’s  Special  Education 
Leadership  Institute” 


IlK  NHbiv  ChH  EducaOon  CoaHon™ 


or  MCEC™,  is  a  non-profit  organization  focused  on  the  aca¬ 
demic  and  school-related  needs  of  all  United  States  military- 
connected  children.  One  of  the  main  methods  used  by 
MCEC™  to  address  the  issues  faced  by  military  families  and 
their  children  is  professional  development  opportunities. 


MCEC™  offers  a  variety  of  training  sessions  to  help  parents,  V\  / /x 

educators,  military  leaders,  and  others  concerned  with  the 
well  being  of  military-connected  children  learn  more.  One  of 

these  offerings,  the  Special  Education  Leaders  Institute™,  was  - — 

designed  to  help  leaders  in  both  the  education  and  military 

communities  understand  the  concerns  of  military-connected  Family  Member  Program  issues  and  accommodations, 
special  needs  students  and  develop  ways  to  support  them  Both  continuing  education  units  and  graduate  credit  are 
during  transitions.  available  for  those  completing  the  SELI™  training. 

The  Special  Education  Leaders  Institute™,  or  SELI™,  is  cur-  Currently,  222  individuals  have  completed  one  or  both 
rently  conducted  in  two  phases.  The  first  phase  covers  basic  phases  of  the  institute  offered  in  the  United  States  and  Europe 

information  about  military  life;  challenges  for  transitioning  since  SELI™  was  first  offered  in  2004.  Additional  trainings  are 

students  with  special  needs;  navigating  different  program  and  can  be  scheduled  around  the  world.  To  learn  more  about 

and  Individual  Education  Plan  requirements;  the  responsibil-  SELI™,  visit  http;//www.militarychild.org/SpecialEdu.asp.  To 

ities  that  sending  and  receiving  schools  have  toward  transi-  register  for  a  scheduled  training,  please  see  http;//www.mili- 

tioning  students;  informing,  involving,  and  supporting  par-  tarychild.org/SELIform.asp. 

ents;  improving  systems  of  communication;  and  utilizing  It  is  important  that  students  with  learning  challenges  and 
MCEC™’s  Interactive  Counseling  Centers™,  which  provide  those  who  have  extraordinary  abilities  receive  tailored  aca- 
secure  video  conferencing  and  document  sharing.  demic  services  and  settings  to  ensure  their  educational  needs 

The  second  phase  of  SELI™  covers  advanced  resources  like  are  addressed  fully.  The  ability  to  adapt  to  students’  needs 

technical  support  for  school  districts,  military  communities,  also  provides  opportunities  for  the  students  to  reach  their  full 

and  families;  information  on  the  social  and  emotional  needs  potential.  Since  communities  also  have  to  be  predictable  and 

of  military  families;  details  on  family  support  systems;  under-  stable  for  families,  the  delicate  balancing  of  these  two 

standing  and  celebrating  military  culture;  and  Exceptional  approaches  is  important.  SELI™  provides  communities  with 


information  to  better  understand  the  various  issues  faced  by 
military  families  who  have  a  child  with  special  needs  and 
have  access  to  the  tools  for  creating  workable  solutions  with¬ 
in  their  area. 


For  more  information,  please  contact  Stephanie  Surles, 
MCEC™’s  Research  and  Development  Officer,  at 
stephanie.surles@militarychild.org  or  visit  MCEC™’s  website 
at  www.militarychild.org.  • 
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The  Individuals  with 
Disahilities  Education 
Improvement  Act  of  2004 

What  are  the  implications  for  military  families? 


InMMtlhelnilHMialswihllisaMiliBS 

Education  Act  (IDEA)  was  reauthorized  by  Congress. 
This  law  has  been  in  effect  since  1975  and  has  under¬ 
gone  many  changes.  Some  of  the  changes  have  been 
considered  positive  by  families,  while  others  have  been 
considered  less  than  positive.  The  Reauthorlzatlon  in 
2004  made  some  sweeping  changes  that  have  had  a 
direct  Impact  on  families  who  are  not  as  likely  to  stay 
in  one  school  district  or  State.  For  military  families, 
these  changes  can  cause  both  challenges  and  a  sense  of 
assurance  when  making  a  move. 

The  IDEA  was  established  to  provide  a  Free  and 
Appropriate  Public  Education  (FAPE)  for  all  eligible  stu¬ 
dents.  Each  State  is  responsible  for  developing  eligibili¬ 
ty  criteria  consistent  with  the  intent  of  the  law.  This 
means  that  they  will  decide  the  types  of  evaluations 
that  will  be  accepted  to  determine  eligibility,  criteria  for 
meeting  eligibility,  and  other  important  factors.  The 
federal  government  has  given  no  specific  eligibility  cri¬ 
teria  with  the  exception  of  developmental  delays  and  a 
process  for  learning  disabilities.  Each  State  is  required 
to  ensure  that  the  process  they  use  is  consistent  with 
the  federal  law.  The  IDEA  has  always  been  based  on  six 
basic  principles: 

•  the  right  to  a  free  and  appropriate  public  education 
(FAPE); 

•  the  right  to  appropriate  evaluations; 

•  the  right  to  an  Individual  Education  Program  (lEP); 

•  the  right  to  be  educated  in  the  Least  Restrictive 
Environment  (LRE); 

•  the  right  to  parent  and  student  participation;  and 

•  the  right  to  procedural  due  process. 

For  military  families  moving  from  one  duty  station  to 
another,  the  challenge  of  insuring  the  services  neces¬ 
sary  for  their  child  can  be  daunting.  The  IDEA  2004 
includes  language  to  help  families  as  they  transition  to 


the  new  duty  station  when  their  child  has  an  lEP  With 
the  reauthorization,  the  new  State  or  school  district  is 
required  to  accept  the  child’s  current  lEP  and  imple¬ 
ment  the  services  to  the  extent  appropriate  until  such 
time  as  they  have  reviewed  records,  done  any  needed 
evaluations,  and  then  determined  the  student  eligible, 
or  ineligible,  under  the  State’s  provisions  for  education 
of  students  with  disabilities.  Families  need  to  provide 
the  school  with  the  most  current  lEP  and  any  support¬ 
ing  evaluations.  This  means  it  is  critical  for  the  family 
to  have  a  current  home  file  that  includes  all  of  this 
Information. 

Students  with  learning  disabilities, 
behavieral/emetienal  disabilities, 
cemmunicatien  diserders  and  ether 
challenges,  whe  de  net  have  significant 
cegnitive  delays,  weuld  net  be  required  te 
have  these  benchmarks  in  their  lEP.  The 
Federal  law  enly  requires  the  scheel  district 
te  develep  “measurable  annual  geals.  ” 

While  it  may  appear  simple  and  straightforward,  the 
language  of  the  IDEA  2004  does  not  ensure  the  family 
that  the  program  the  child  was  receiving  in  the  previ¬ 
ous  duty  station  will  be  the  same  as  the  one  provided  at 
the  new  location.  Terminology  is  different  from  loca¬ 
tion  to  location,  eligibility  requirements  may  be  differ¬ 
ent,  programs  may  not  be  the  same,  and  even  the  pro¬ 
vision  of  related  services  may  be  different  from  one 
location  to  another. 

While  the  IDEA  regulations  came  out  on  August  1 4, 
2006,  States  are  still  in  the  process  of  developing  their 
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State  regulations  or  policies  for  the  implementation  of 
these  regulations.  The  States  may  implement  the  fed- 
eral  regulations  in  their  entirety,  or  they  can  add  lan¬ 
guage  or  protections  that  are  State-based.  The  Federal 
law  needs  to  be  considered  as  the  foundation  upon 
which  the  State  regulations  will  be  built.  Some  of  the 
most  challenging  areas  of  the  new  IDEA  with  which 
States  are  currently  struggling  include: 

1)  The  exclusion  of  short-term  objectives  for 
students  who  are  not  being  assessed  to  alternate 
standards —  The  IDEA  only  requires  short-term  objec¬ 
tives  or  benchmarks  for  students  whose  disabilities  are 
so  significant  that  they  will  not  be  assessed  to  the  same 
high  standard  as  other  students  with  disabilities  or 
their  non-disabled  peers.  Students  with  learning  dis¬ 
abilities,  behavioral/emotional  disabilities,  communi¬ 
cation  disorders  and  other  challenges,  who  do  not  have 
significant  cognitive  delays,  would  not  be  required  to 
have  these  benchmarks  in  their  lEP,  The  Federal  law 
only  requires  the  school  district  to  develop  “measura¬ 
ble  annual  goals.”  Benchmarks  or  short-term  objec¬ 
tives  have  been  an  easy  way  for  parents  and  teachers  to 
determine  if  the  child  is  making  progress  toward  the 
annual  goal  and  to  report  on  that  progress  on  an  ongo¬ 
ing  basis.  Without  the  short-term  objectives  or  goals, 
families  and  schools  will  need  to  determine  how  best 
to  measure  progress  and  report  on  that  progress.  The 
challenge  for  families,  who  move  from  a  State  or 
Department  of  Defense  Education  Activity  (DoDEA) 
where  short-term  objectives  or  benchmarks  are  going 
to  be  continued  as  a  State  or  Department  of  Defense 
(DoD)  policy  to  a  State  that  will  not  require  these,  is 
Implementing  the  lEP  as  written,  measuring  progress, 
and  determining  whether  the  goals  are  clear  enough  to 
actually  be  measurable. 

2)  The  provision  that  transition  services  must 
begin  by  the  student’s  16th  birthday— Prior  reau¬ 
thorizations  of  the  IDEA  had  transition  services  begin¬ 
ning  at  age  14.  This  transition  planning  was  to  include 
course  of  study,  consideration  of  post-school  options, 
and,  where  appropriate,  independent  living  skills. 
With  the  reauthorization,  the  language  was  changed  to 
say  that  the  lEP  in  place  when  the  student  turns  16 
must  have  transition  goals  as  a  part  of  the  lEP.  The  tran¬ 
sition  plan  must  include  post-school  outcomes,  link¬ 
ages  with  outside  services  to  assist  in  the  transition, 
and  the  functional  aspects  of  the  student’s  needs  and 
goals.  For  families  coming  from  a  State  or  system 
where  transition  goals  were  developed  and  implement¬ 
ed  at  age  14,  to  a  State  where  they  have  changed  the 
language  to  16,  families  and  districts  will  need  to  rec- 


Know  what  is  happening  in  your  chiid’s 
program:  what  curricuium  is  being  used, 
how  goais  are  being  impiemented,  and  how 
support  services  and  technoiogy  are  being 
used.  These  are  questions  about  which  you 
need  to  have  knowiedge. 

oncile  how  they  will  implement  the  goals  and  if  there 
is  still  a  need  for  transition  goals  before  removing  them 
from  the  student’s  lEP 

3)  The  use  of  “research-based”  programs— For 

many  years,  students  with  disabilities  did  not  have 
access  to  the  curriculum  used  by  their  peers.  Teachers 
developed  strategies  and  programs  to  address  the  stu¬ 
dent’s  individual  learning  style  and  needs.  With  the 
alignment  of  the  IDEA  with  the  No  Child  Left  Behind 
Act  (NCLB),  there  is  now  a  requirement  that  goals  and 
objectives  be  based  on  “research-based”  strategies. 
This  means  that  the  curriculum  and  strategies  that  are 
to  be  included  in  the  lEP  and  student’s  program  must 
have  demonstrated  proof  of  the  effectiveness  of  the 
methods  being  proposed.  The  challenge  lies  in  where 
the  research  originates  and  what  access  the  different 
states  and  programs  have  to  this  research.  Children 
with  autism,  and  the  use  of  different  curriculum  to 
meet  their  needs,  are  a  prime  example  of  the  challenge 
a  State  or  District  might  face.  In  some  States,  Applied 
Behavioral  Analysis  (ABA)  is  an  integral  part  of  the  pro¬ 
gram,  while  in  other  locations  ABA  is  not  provided  in 
the  schools.  Some  programs  utilize  the  Picture 
Exchange  System  (PEC)  for  communication,  while  oth¬ 
ers  use  technology  or  sign  language  or  a  combination 
of  strategies.  While  all  of  these  may  be  research-based, 
they  may  not  be  provided  with  the  same  level  of  inten¬ 
sity  or  even  in  the  same  way  from  one  location  to 
another. 

4)  The  use  of  “Responsiveness-to-Intervention” 
(RTI)  for  determination  of  eligibility  as  a  student 
with  a  learning  disability — As  stated  earlier,  each  state 
establishes  its  own  criteria  for  eligibility.  The  Federal 
Government,  however,  identified  a  process  for  determin¬ 
ing  if  a  student  had  a  learning  disability.  This  process  uti¬ 
lized  an  equation  that  looked  at  the  student’s  level  of 
expectation  (what  he  or  she  should  be  able  to  do)  based 
on  IQ,  and  the  student’s  level  of  performance  (how  he  or 
she  was  actually  performing  in  academic  areas).  The 

continued  on  page  96 
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continued  from  page  95 

expectation  was  that  if  there  were  a  large  enough  differ¬ 
ence  between  what  you  would  expect  the  child  to  be  able 
to  do  and  what  the  child  was  actually  able  to  do,  then 
there  was  a  learning  disability.  This  methodology  has 
been  utilized  since  1975.  However,  it  causes  a  student  to 
have  to  fail  before  they  can  receive  services.  With  the 
reauthorization,  local  school  districts  can  now  use  RTl  to 
determine  if  a  student  has  a  learning  disability.  This  pro¬ 
tocol  looks  at  the  student’s  access  to  research-based 
strategies  and  the  level  of  intensity  of  the  child’s  access  to 
the  strategies.  The  school  system  can  increase  the  level  of 
intensity  to  the  research-based  standards  to  see  if 
improvement  occurs.  If,  even  with  this  more  intense  sup¬ 
port,  a  student  is  not  showing  success,  the  school  district 
could  refer  the  child  for  special  education  support,  even  if 
there  weren’t  a  large  difference  between  the  child’s  level 
of  expectation  and  level  of  performance.  The  research  has 
demonstrated  that  this  method  of  support  has  effectively 
addressed  the  needs  of  many  learners  and,  therefore, 
made  it  less  likely  that  they  will  need  special  education 
services.  While  this  methodology  has  been  highly  sup¬ 
ported  by  the  Reauthorization  of  IDEA,  it  has  been  left  up 
to  the  local  school  districts  to  decide  if  they  will  use  RTl  to 
determine  eligibility.  For  military  families,  this  may  pose  a 
significant  challenge.  For  instance,  what  happens  to  a 
child  who  moves  from  a  school  district  where  he  or  she 
received  RTl  and  needed  the  additional  assistance  of  an 
lEP  to  a  school  district  that  does  not  recognize  RTl  as  a 
method  for  determining  eligibility?  Because  this  is  a  local 
decision,  students  who  move  from  a  community-based 
school  district  into  another  school  district  either  on  the 
installation  or  elsewhere  in  the  same  state  may  find  them¬ 
selves  having  to  go  through  the  eligibility  process  once 
again  to  prove  the  child  has  needs. 

While  these  Issues  may  appear  to  be  a  challenge, 
there  are  ways  families  can  minimize  the  potential  fall¬ 
out.  The  following  strategies  have  proven  effective  for 
other  families  and  are  worth  considering  as  you  con¬ 
template  how  you  might  want  to  proceed. 

•Stay  involved.  Know  what  is  happening  in  your 
child’s  program:  what  curriculum  is  being  used,  how 
goals  are  being  implemented,  and  how  support  servic¬ 
es  and  technology  are  being  used.  These  are  questions 
about  which  you  need  to  have  knowledge. 

•Be  sure  your  lEP  is  clear  and  that  all  related 
services,  assistive  technology  support,  and 
accommodations  are  listed.  Just  because  services 
are  provided  for  all  children  at  one  location  does  not 
necessarily  mean  it  is  something  that  will  automatical¬ 
ly  happen  at  the  next  duty  station. 


•  Connect  with  other  families,  both  at  your  cur¬ 
rent  duty  station  and  at  your  future  duty  station, 
and,  when  you  are  going  to  move  (Permanent 
Change  of  Station—  PCS),  make  contact  with  families 
and  get  their  input  into  how  things  work, 

•Stay  involved  with  email  lists  or  bulletin 
boards  for  military  families.  This  will  help  you  stay 
abreast  of  the  different  issues  you  might  face,  whether 
they  are  educational,  TRICARE,  or  even  EFMP  issues. 
Military  OneSource,  Military  Home  Front,  STOMP,  and 
the  Military  Child  Education  Coalition  (MCEC)  all  have 
information  on  resources  and  services, 

•  Maike  connections  early  with  the  EFMP  staff  at 
Army  Community  Services  (ACS)  so  that  they  can 
assist  you  with  potential  challenges  and  help  link  you 
with  resources  within  your  local  community.  They  are 
also  a  great  resource  for  information  and  support 
when  you  get  ready  to  PCS.  They  can  forward  infor¬ 
mation,  with  your  permission,  to  the  EFMP  at  your 
new  duty  station.  However,  don’t  leave  it  all  up  to  the 
EFMP  Manager—  get  points  of  contact  yourself  and 
follow  up. 

•  Connect  with  the  school  liaison  office  and  local 
school  districts.  Send  your  child’s  lEP  out  ahead  of 
your  move,  so  that  the  new  location  is  aware  of  the 
services  your  child  is  receiving.  It  is  also  a  good  idea  to 
give  them  consent  to  talk  with  the  current  school  dis¬ 
trict  to  get  clarification  as  they  plan  for  your  child’s 
arrival. 

•Learn  your  rights  and  responsibilities.  The  law  is 

only  as  good  as  the  paper  it  is  written  on  if  you  don’t 
understand  it.  Major  challenges  occur,  not  because  the 
system  is  broken,  but  because  of  misunderstandings 
and  communication  breakdowns.  When  you  under¬ 
stand  your  rights  and  use  them  as  a  tool,  not  as  a 
weapon,  it  is  far  more  likely  that  the  services  needed 
by  your  child  will  be  provided, 

•Finally,  remember  that  services  don’t  have  to 
be  called  the  same  thing,  or  even  look  exactly 
the  same,  to  be  effective.  Be  open  and  willing  to 
consider  options  and  discuss  your  concerns  and  ideas 
openly  with  the  school. 

IDEA  provides  promises  and  commitments,  but  to 
make  it  complete,  parents  need  to  understand  their 
role  and  act  as  the  advocates  for  their  children. 
Remember,  no  matter  how  effective  a  program  is,  how 
good  a  teacher  is,  or  how  well  your  child  used  a  spe¬ 
cific  technique  or  service,  you  can’t  pack  all  of  these 
services  to  take  with  you.  So,  remain  Involved  and  stay 
aware.  You  are  the  only  consistent  piece  in  your 
child’s  educational  career.  • 
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Fort  Lewis  Exceptional  Family 
Member  Program  SFMP) 

By  Heather  Hebdon 


— -  Front  Gate  of  Fort  Lewis. 

^  

located  in  the  shadow  of 

Mt.  Rainier,  Fort  Lewis  is  the  home  of 
the  highest  per  capita  exceptional  fami¬ 
ly  member  population  in  the  Army. 

Ideally  located  on  the  Northwest  coast 
of  Washington  State,  Fort  Lewis  is  home  to  the  Strykers 
and  First  Brigade.  Every  Military  Occupational 
Specialty  (MOS)  can  be  found  on  the  Installation. 
Combined  with  its  close  proximity  to  McChord  Air 
Force  Base,  the  installation  is  ideally  suited  to  meet  the 
needs  of  the  military  family. 

With  the  large  Exceptional  Family  Member  Program 
(EFMP),  Fort  Lewis  has  developed  a  unique  partnership  to 
meet  the  needs  of  families.  Fort  Lewis  established  a  con¬ 
tract  with  Washington  PAVE,  a  statewide  disability  organ¬ 
ization,  to  provide  the  services  of  an  EFMP  Coordinator  at 
Army  Community  Service  (ACS).  It  soon  became  appar¬ 
ent  that  with  the  needs  of  the  families,  more  support  was 
needed.  To  address  this  need,  the  Fort  Lewis  ACS  Director 
designated  a  full-time  staff  person  as  the  EFMP  Manager 
to  work  in  concert  with  the  EFMP  Coordinator.  This 
dynamic  team  has  become  the  model  of  efficiency  and 
support  upon  which  families  can  depend. 

Within  the  community  surrounding  Fort  Lewis,  fami¬ 
lies  will  find  a  variety  of  resources  and  services.  The 
installation  is  surrounded  by  1 3  school  districts  of  vary¬ 
ing  sizes  and  scopes.  Tacoma  School  District  is  the  sec¬ 


ond  largest  school  district  in  Washington  State,  while 
Fife  School  District  is  one  of  the  smallest.  Clover  Park 
School  District,  which  is  the  school  district  that  provides 
services  to  families  living  on  the  installation,  has  a  spe¬ 
cial  education  population  of  approximately  1,500  stu¬ 
dents  from  pre-school  to  high  school.  Almost  50  percent 
are  military  affiliated  children.  “The  military  has  both  a 
positive  impact  and  is  also  challenging  for  the  district,” 
comments  Mrs.  Ann  Almlie, 
Director  of  Special  Education 
Services  in  the  district.  “There 
are  a  really  high  number  of  chil¬ 
dren  with  autism  so  we  are  work¬ 
ing  with  the  autism  program  at 
the  University  of  Washington 
and  developing  innovative  and 
exciting  programs  to  meet  the 
needs  of  our  students.” 

Mrs.  Almlie  also  emphasized  the 
positive  role  the  soldiers  have.  “It  is  a  wonderful  experi¬ 
ence  working  with  the  soldiers.”  She  also  recognized  the 
challenges  with  deploying  soldiers,  stating,  “Many  of  our 
staff  members  are  married  to  military  personnel  and  the 
impact  on  moves  in  the  middle  of  the  year  Is  greater.  When 
their  spouses  are  deployed,  many  of  them  choose  to  go 
back  home  so  we  have  worked  to  ensure  we  have  a  good 
pool  of  quality  staff  available  to  address  these  situations.” 

Mrs.  Almlie  stated  that  the  district  has  established 
strong  programs  to  work  with  students  with  disabilities. 
“The  only  population  of  students  that  we  contract  out  is 
students  who  are  deaf.”  She  pointed  out  that  so  much 
more  is  possible  because  of  the  relationship  with  the  Fort 
Lewis  EFMP  and  PAVE  to  help  parents  become  involved 
within  the  community.  She  said  that  these  connections 
have  greatly  enhanced  the  district’s  ability  to  support 
families.  She  indicated  that  these  programs  have  helped 
families  understand  the  differences  they  encounter  in 
Washington  State.  “The  one  thing  parents  are  not  used  to 
is  that  they  may  not  live  on  post  and  be  in  Clover  Park 
School  District.  EFMP  has  helped  get  information  to  us 
early.  If  we  get  the  records  soon  enough,  we  can  work 
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Above:  Mary  Herrera,  EFMP  Manager,  and  Nancy  Dozier,  EFMP 
Coordinator.  Below:  Entrance  to  Army  Community  Service. 


with  the  families  regarding  appropriate  placement  in  our 
district  or  another  in  the  area,  before  they  even  get  to  Fort 
Lewis.  Getting  the  records  early  is  critical.” 

Adults  with  disabilities  have  found  support  and 
resources  for  many  of  their  needs  through  the  network 
of  support  available  through  TACID  (Tacoma  Area 
Coalition  for  Individuals  with  Disabilities),  the  Division 
of  Developmental  Disabilities  (DDD),  and  the  Division 
of  Vocational  Rehabilitation  (DVR).  TACID  programs 
include  both  social  and  work-related  support.  The 
challenge,  however,  is  the  long  waiting  lists  for 
resources  for  adults.  This  can  leave  the  families  with  a 
sense  of  frustration.  The  EFMP  staff  has  developed 
close  contacts  with  the  various  community  resources 
to  keep  them  aware  of  the  families  and  to  ensure  that 
they  stay  current  regarding  these  potential  difficulties. 

Known  for  the  community  supports  available  for  indi¬ 


viduals  with  disabilities.  Pierce  County  has  become  a 
location  where  families  look  to  retire.  The  resources  have 
been  diminishing,  and  families  now  find  themselves 
turning  to  the  EFMP  for  far  more  than  they  might  have  in 
the  past.  Families  work  with  Mary  Herrera,  the  EFMP 
Manager,  and  Nancy  Dozier,  the  EFMP  Coordinator.  “The 
families  and  professional  staff  are  very  comfortable 
working  with  both  of  us,”  stated  Mary,  “We  work  as  a  tan¬ 
dem  team  to  ensure  that  families  can  get  the  support  they 
need.”  Nancy  added,  “We  try  to  keep  each  other  really 
aware  of  the  various  requests.  We  work  together  with  the 
families  and  do  a  lot  of  brainstorming,” 

The  EFMP  has  worked  hard  to  get  programs  and  sup¬ 
ports  in  place.  They  have  monthly  support  group  meet¬ 
ings  open  to  all  families  as  well  as  a  quarterly  support 
group  specifically  established  for  families  with  members 
who  have  autism.  “We  do  a  monthly  newsletter,  offer 
recreational  activities,  and  have  a  terrific  annual  family 
camp  in  conjunction  with  Camp  Prime  Time  up  in  the 
Cascade  Mountains,”  stated  Nancy.  Mary  also  empha¬ 
sized  that  they  have  the  newsletter  on  a  number  of  instal¬ 
lation  websites,  as  well  as  having  a  regular  EFMP  piece  in 
the  ACS  newsletter.  “We  try  to  find  as  many  ways  as  pos¬ 
sible  to  get  information  to  our  soldiers,”  stated  Mary, 
Both  of  these  dynamic  ladies  emphasized  that  they 
couldn’t  do  it  without  the  collaboration  among  the  var¬ 
ious  programs  and  resources  on  the  installation. 
“There  are  no  turf  issues.  We  are  all  working  together 
to  help  the  families,”  stated  Mary.  “We  have  good  links 
with  Child  Youth  Services,  Army  Public  Health  Nursing, 
Madigan  EFMP,  and  the  School  Liaison  Office,”  Nancy 
said.  “They  are  Involved  and  willing  to  work  together  to 
help  our  families.  It  is  really  terrific,” 

Both  Mary  and  Nancy  commented  on  their  concern  for 
the  families  with  the  ongoing  high  level  of  deployment. 
“Some  of  the  moms  have  disappeared  who  were  active 
last  year.  They’ve  lost  their  gusto.  It  is  just  too  much  for 
them.  They  need  100  percent  of  what  they  have  to  take 
care  of  their  families,”  Nancy  stated.  Fort  Lewis  is  hoping 
to  be  one  of  the  Army  installations  that  will  be  receiving 
an  Influx  of  funding  to  give  these  families  a  break  by  pro¬ 
viding  aid  for  respite  care.  Additionally,  Washington  PAVE 
has  acquired  funding  that  the  EFMP  will  use  to  enhance 
recreational  opportunities  for  the  support  groups, 

Mary  stated,  “We  really  love  working  with  the  fami¬ 
lies.  We  may  not  have  all  the  answers,  but  we  will  turn 
over  every  rock  to  find  Information,”  They  both 
emphasized  that  they  love  it  when  families  who  have 
learned  about  a  resource  or  program  come  back  and 
tell  them  about  it  so  they  can  share  it  with  other  fami¬ 
lies.  “Knowledge  is  power,  and  we  love  to  empower 
them,”  Nancy  said.  • 
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One  for  Autism:  A  Powerful 
Formula  for  Success 


By  Maria  Caroff 


Something  powerful  is  at  work  m 

an  unassuming  building  in  the  south  central  section  of 
the  Lone  Star  state:  It  Is  a  formula  for  success.  Will  it 
revolutionize  thinking,  like  that  famous  formula 
E  =  mcL  It  has  the  potential — if  its  significance  is  rec¬ 
ognized.  The  formula  consists  of  multiple  parts— there 
are  significant  pieces  that,  if  present,  should  nearly 
guarantee  success  and,  if  absent,  could  make  it  nearly 
impossible  to  achieve. 

The  formula:  Passion  +  Hope  -t  Support  -i-  Faith  h- 
Opportunity  -i-  Belief  +  Teamwork  =  Success.  Seven 
pillars  on  which  to  hang  your  hat.  Einstein’s  formula  is 
known  as  the  theory  of  relativity.  We’ll  call  ours  the 
theory  of  connectivity— connectedness  to  each  ele¬ 
ment  in  the  formula  and  to  positive  outcomes. 

So  now  you  need  proof.  And  I  say,  “Olga  and  ‘One  for 
Autism,’  in  San  Antonio,  Texas.” 

To  meet  Olga  Vasquez-Silva  is  to  encounter  someone 
who  is  alive  with  the  strength  and  evidence  of  her  con¬ 
victions.  To  further  understand  Olga  is  to  meet  her  hus¬ 
band,  that  piece  in  a  picture  puzzle  that  simply  goes 
“click.”  To  even  further  appreciate  the  tapestry  of  Olga  is 
to  learn  that  she  and  her  husband  have  four  children 
(Ryan,  five;  Anthony,  three;  Jacob,  one;  and 
Natalia,  two  months)  and  that  her  parents  are  liv¬ 
ing  in  the  family’s  home.  And,  finally,  to  fully 
round  out  your  understanding  of  Olga,  you  must 
hear  the  parents  of  children  who  attend  One  for 
Autism  and  who  swear  by  Olga’s  methods  and  her 
outcomes,  but  most  of  all  by  her  heart. 

One  for  Autism  is  a  thriving  and  ever-growing 
facility  for  children  with  autism  and  other  devel¬ 
opmental  delays.  One  for  Autism,  Inc.,  umbrellas 
One  for  Autism  Academy,  which  offers  a  class¬ 
room  setting,  as  well  as  One  for  Autism  Center, 
which  provides  one-on-one  comprehensive 
therapies,  including  behavioral  therapy,  occupa¬ 
tional  therapy  and  speech  therapy.  This  creates  a 
“one-stop”  opportunity  for  families  seeking  care 
for  their  children.  Even  now,  expansion  is  under 
way  to  Include  older  children  and  adults  in  an 
additional  center,  which  will  be  known  as  the 
Youth  and  Adult  Treatment  Center. 


Transitional 
Inclusion  Pre-K 
Classroom 
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Olga  currently  oversees  about  180  children  with 
autism  and  developmental  delays  between  the  One  for 
Autism  facility  and  private  consulting.  There  are  about 
45  children  at  One  for  Autism  Center  right  now. 
“Fifteen  of  them  are  typically  developing,  so  we  have 
an  inclusive  setting  here  in  the  classrooms,”  says  Olga. 
The  youngest  child  is  23'monthS'Old  while  the  oldest  is 
10-years-old.  “And  we  do  provide  all  the  realms  that 


you  can  imagine  that  an  autistic  child  needs,”  she  said, 
“from  play  therapy,  music  therapy,  music  class,  behav¬ 
ioral  therapy,  occupational  therapy,  speech  therapy, 
and  we  work  as  a  team.  We  have  a  combination  of 
about  1 9  staff,  and  we  have  about  nine  consultants  that 
come  in  every  week  to  work  with  our  children.” 

A  “typical”  child  is  considered  to  be  one  without 
developmental  delays.  “I  used  to  say  ‘normal  develop¬ 
ing,’”  Olga  reveals,  “and  one  of  the  doctors  said,  ‘Tell 
Olga  to  start  saying  “typical,”  ’  so  then  I  started  saying 
‘typical.’  You  raise  a  lot  of  questions  with  the  word 
“normal,”  says  Olga. 

Olga’s  children  are  some  of  the  typical  children 
blended  in  to  the  mosaic  of  One  for  Autism.  Olga 
relates  that  she  sees  how  her  son  Ryan  is  learning  from 
this  experience.  She  describes  an  outing  to  McDonald’s 
in  which  Ryan  told  her  that  he  thought  another  little 
boy  had  autism.  Ryan  said,  “Tm  going  to  go  ask  him  if 
he  wants  to  play.”  And  he  did.  They  played  as  any  two 
children  would  play,  engaged  and  having  fun.  Ryan,  at 


age  five,  through  regular  contact,  has  developed  the 
perception  to  recognize  another  child’s  special  needs. 

The  new  One  for  Autism  Youth  and  Adult  Treatment 
Center  will  make  a  difference  for  children  currently 
with  Olga.  “I  don’t  want  them  to  age  out  (become  too 
old  for  services),  1  want  them  to  have  a  continuum.  1 
want  the  parents  to  know  also  that  there’s  support 
when  they  get  older,  when  we  have  to  teach  them  job 
skills...  We  need  a  job  coach?  We’ll  have  one.  We  need 
placement?  And  we’ll  go  and  do  that.  The  way  I  see  it 
is  that  we’re  going  to  just  have  more  support  through¬ 
out  their  lifetime,  throughout  the  kids’  and  the  parents’ 
(lifetime).  It’s  so  important.” 

While  Olga  plans  to  build  the  new  center  gradually  by 
starting  with  smaller  numbers  of  students  then  adding 
on,  her  vision  stretches  to  the  horizon.  “You  know, 
everybody’s  asking...  when  are  you  going  to  say  ‘no,’ 
when  are  you  going  to  say  ‘1  don’t  know  how  to  work 
with  a  person  that’s  40,  that’s  older  than  me’”?  Tier 
response?  “If  we  can  help  him,  hey,  let’s  see  what  we 
can  do  for  him.  If  the  man  or  the  woman  is  too  severe 
or  we  can’t  work  with  them...,”  Olga  pauses.  “There’s 
no  such  thing  as  you  can’t  work  with  somebody;  it’s  the 
effort  you  put  in  it,”  she  says.  Even  now,  Olga  is  con¬ 
sulting  with  a  30-year-old  and  a  40-year-old. 

The  new  Youth  and  Adult  Treatment  Center  will  offer 
a  school  setting  for  grades  four  through  12  and  will 
Include  children  ages  10  to  21.  Olga  plans  a  fully 
accredited  school.  She  notes  that  some  children  come 
to  One  for  Autism  for  the  first  time  at  10  to  12  years  of 
age.  At  that  point,  different  skill  sets  are  required.  “So 
it’s  another  ballgame  with  the  older  ones,”  she  says. 
When  the  new  center  site  became  available,  it  didn’t 
take  long  to  recognize  that  this  would  be  a  place  for  her 
older  kids.  The  current  waiting  list  for  the  new  center 
stands  at  about  30. 

Additional  services  will  also  be  integrated  at  the 
Youth  and  Adult  Treatment  Center,  Olga  says.  “We’re 
going  to  be  able  to  provide  added  service  such  as  art 
therapy...  We’re  going  to  individualize  all  the  curricu¬ 
lum  specials,  like  music  and  art  and  all  that  good  stuff. 
What  we’re  looking  at  is  that  every  child  is  going  to  be 
exposed  to  it.”  Research  has  shown  that  people  with 
autism  tend  to  naturally  excel  at  music  and  art. 

Every  sound  formula  has  been  tested  to  see  whether 
it  stands  up  to  the  rigors  of  observation.  What  about 
this  one,  this  “formula  for  success”?  At  One  for  Autism, 
success  is  evident  in  children’s  improved  behaviors  and 
Increasing  social,  academic,  and  life  skills  as  well  as  in 
the  resulting  word-of-mouth  praise  that  adds  more 
names  to  the  waiting  list.  Karen  and  Daniel  Giorgi, 
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whose  three  children  with  autism  attend  the  center, 
echo  one  another  in  praise  for  Olga’s  commitment  to 
children,  Daniel,  a  chaplain  at  Randolph  Air  Force 
Base,  describes  her  as  “down  to  earth,”  and  Karen  notes 
that  she  has  “a  heart  as  big  as  Texas.” 

What  about  the  integrity  of  the  formula’s  separate 
elements?  There  are  positive  signs. 

Evidence  of  Olga’s  Passion.  Scheduled  for  a 
Cesarean  section  at  6:30  a.m.  with  her  fourth  child,  Olga 
was  at  One  for  Autism  at  8:00  a.m.  the  morning  prior  to 
the  surgery  and  remained  until  6:00  p.m.  in  the  evening 
to  greet  the  children’s  parents  and  take  care  of  staff. 
Right  after  she  had  a  C-section  with  her  third  child,  she 
called  in  payroll.  “I  couldn’t  even  feel  my  legs  yet.  And 
my  husband’s  like,  ‘Look  at  you,’  and  he  took  a  picture  of 
me  calling  payroll  in.  1  said,  ‘I  have  to  take  care  of  my 
staff.’  And  he’s  like,  ‘I’m  not  going  to  say  anything,”’  she 
said  with  a  laugh.  “It’s  just  a  commitment— you  don’t  let 
me  down.  I’m  not  going  to  let  you  down  . . .  staff-wise  and 
chlldren-wise.” 

Witness  of  Hope.  Olga  notes  that  some  people 
come  in  to  One  for  Autism  and  tell  her  what  their  child 
cannot  do.  “To  me,  right  when  they  say,  ‘You  can’t,’  [I’ll] 
say,  ‘Well,  let’s  try.  Let’s  see  what  he  can  do,”’  While  she 
makes  no  promises,  she  shares  her  experiences  of 
progress  with  children,  what  she  has  seen  happen,  so 
the  parents  know,  “Hope  is  good,”  she  says. 

Confirmation  of  Support.  It  is  hard  to  imagine  the 
level  of  success  that  One  for  Autism  has  achieved  with¬ 
out  Michael,  Olga’s  husband.  Devoted  and  proud,  he 
spends  much  of  his  time  on  unglamorous  but  neces¬ 
sary  logistics  like  business  administration  and  mainte¬ 
nance,  allowing  Olga  to  focus  on  the  care  and  progress 
of  the  children.  He  recognizes  Olga’s  vision  and  gives 
himself  over  to  his  part  in  the  mission  of  achieving  it. 
His  insurance  business  is  stable  enough  that  he  is  able 
to  leave  daily  functioning  to  a  capable  secretary,  while 
he  pours  himself  into  One  for  Autism.  “My  husband  has 
been  just  an  angel  in  this,”  says  Olga,  through  stress 
and  pregnancy  and  all  that  has  had  to  be  dealt  with. 
“He  helps  me  so  much,”  says  Olga.  “If  I  have  a  confer¬ 
ence,  he’s  the  one  who  doesn’t  even  ask  me,  ‘Well,  do 
you  want  to  go?’  He  knows  I  will  go,  and  he  knows  that 
he  needs  to  stay  with  the  kids.  So  sometimes  he’ll  (say), 
‘What  are  your  plans  for  the  weekend?’  I  say,  ‘Well,  I 
have  to  go  to  a  meeting,  a  two-hour  meeting.’  Okay,  so 
then  he’ll  make  plans  after  that  because  he  knows  he’s 
the  one  that  has  to  be  with  the  kids  while  I  go.”  At  bath 
time  each  night,  Michael  bathes  the  boys  while  Olga 
prepares  their  clothing  and  gets  them  dressed. 
Mealtime  is  a  matter  of  communication,  with  the  cou¬ 


ple  teaming  up  to  decide  who  does  what  for  each 
young  child.  Michael  and  Olga  have  been  married  for 
six  years. 

Testimony  to  Faith.  “Of  course,  I  thank  God  every 
day  that  it  (the  success  of  the  program)  happens.  If  you 
do  good,  good  things  happen,”  Olga  says,  with  convic¬ 
tion.  Olga  says  that  she  grew  up  hearing  a  phrase  from 
her  mother,  one  that  her  mother  says  to  this  day:  Si 
Dios  quleres— If  God  permits.  “And  I  say  it  sometimes 
with  my  families  that  speak  Spanish,”  she  says. 

Indication  of  Opportunity.  Olga’s  families  are 
devoted  to  her  and  to  her  work.  The  mother  of  one  of 
her  kids  called  Olga  about  the  opportunity  for  a  build¬ 
ing  that  was  available.  That  building,  with  another, 
smaller  separate  building  and  play  area,  will  become 
the  new  Youth  and  Adult  Treatment  Center. 

Verification  of  Belief.  Olga  recalls  that  she  was 
optimistic  as  a  child.  While  there  have  been  struggles 
since  the  center  opened,  with  finances  and  doing  all 
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the  work  necessary  to  meet  licensing  requirements,  her 
philosophy  is,  “If  you’re  not  doing  anything  wrong, 
then  no  wrong  should  come  to  you,  so  things  come 
together,”  Things  always  seem  to  work  out  for  flnanC' 
ing  or  permits,  even  if  it  is  at  the  last  minute.  “But  you 
have  to  get  away  from  the,  oh,  “I’m  in  it  for  the  money” 
and  stuff  like  that.  You  have  to  be  in  it  for  the  heart.  You 
have  to  be  in  it  to  make  a  change  in  these  children.  And 
to  help  the  parents  believe  that  there  is  hope,  that  we 
can  make  a  change  if  we  put  it  the  right  way.” 

Proof  of  Teamwork.  “You  know,  everybody  says, 
‘It’s  Olga’s  school,  it’s  Olga’s  school,’  ”  Olga  reflects, 
“but  it  takes  a  team  to  get  to  what  I  do.  I  will  take  the 
time  to  talk  to  (staff).  I  will  take  my  time  because  if 
it  weren’t  for  them,  it  wouldn’t  be  the  way  it  is 
now...  it  shows  not  just  a  commitment  to  me,  but  it 
shows  a  commitment  to  my  kids.  It  shows  a  com¬ 
mitment  to  those  kids  that  need  us.  It  works  like  a 
family.”  Olga  has  been  willing  to  take  a  paycheck 
cut  to  hire  valuable  staff. 

Trained  as  a  behavioral  therapist 
and  consultant  with  an  M.A.  in 
Special  Education,  Olga  uses  Applied 
Behavior  Analysis  (ABA)  at  One  for 
Autism.  The  beauty  of  ABA  is  that  not 
only  can  staff  note  qualitative 
changes  in  the  children  but  quantita¬ 
tive  ones  as  well.  ABA,  or  discrete 
trial  format,  has  been  shown  to  be  a 
highly  effective  tool  in  the  treatment 
of  autism  spectrum  disorders.  ABA 
uses  observation  to  help  track  and 
modify  behavior  to  increase  social, 
academic,  and  other  life  skills. 

At  One  for  Autism,  an  instructional  binder  is  created 
for  each  child,  with  the  specific  skills  to  be  worked  on 
with  the  child.  Each  therapist  who  works  with  the  child 
tallies  the  number  of  successful  completions  of  a  par¬ 
ticular  behavior  or  skill.  For  example,  if  staff  is  working 
with  a  child  on  eye  contact,  the  therapist  will  give  a 
directive  to  the  child  designed  for  establishing  eye  con¬ 
tact.  When  the  drill  is  complete,  the  therapist  will  tally 
the  positive  responses  to  eye  contact.  If  a  child  makes 
eye  contact  five  out  of  ten  times,  this  is  a  measurable 
result  that  can  be  compared  with  ongoing  progress  in 
the  child’s  responses  and  behaviors.  Instructions  are 
consistent.  “We  don’t  change  it  around  because  it’s  not 
good  for  them  until  we  get  to  the  point  where  we’re 
generalizing  these  skills.” 

Olga  notes  that  they  try  to  address  criticisms  of  ABA 
as  a  therapy.  “One  of  the  main  criticisms  of  ABA  is  that 


the  kids  get  too  dependent;  they  become  robots.  So  in 
order  to  prove  that  they  don’t  become  robots  ...  you 
need  to  find  a  point  where  you’re  able  to  generalize.  If 
he  can  do  it  with  her  (and)  he  can  do  it  with  him,  then 
we’ve  got  generalization.  He  talks  different  than  her, 
and  he  has  a  different  personality  than  she  does,  so 
these  kids  are  generalizing,  so  that  means  they’re  learn¬ 
ing.”  When  children  reach  an  80  percent  response  level 
across  three  separate  therapists  on  a  skill,  “then  we’re 
ready  to  move  this  drill  up,”  she  says,  Increasing  the  dif¬ 
ficulty  level. 

One  for  Autism  utilizes  a  daily  communication  log 
with  parents.  “They  know  every  hour  what  the  kids  did, 
what  they  ate  for  lunch,  who  they  worked  with  and  if 
they  received  speech,  OT  or  ABA,  and  the  therapist 
writes  a  note  to  them,”  with  details,  says  Olga. 

Olga  notes  that  ABA  works  with  autism  and  other  dis¬ 
abilities  “for  the  type  of  treatment  that  we  do,  which  is 
all  one-on-one,  retraining  the  brain.  That’s  what  we  do. 
We  retrain  the  brain  to  focus,  to  listen,  to  provide  more 
concrete  examples  for  our  kids, 
who  are  very,  very  visual  learners,” 
Challenges  are  addressed.  “As 
behavioralists,  if  they’re  not  partici¬ 
pating,  it’s  probably  a  behavior 
that’s  interrupting  them.  So  we 
need  to  know  how  to  handle  that,” 
Variables  like  seizures,  medication 
disruptions,  and  other  factors  can 
affect  a  child’s  ability  to  focus  on 
the  task  at  hand.  For  these  situa¬ 
tions,  staff  is  encouraged  to  stop 
drills  and  build  rapport  with  the 
child.  Different  therapists  rotate 
work  with  the  children,  which  allows  for  score  com¬ 
parisons  and  building  reliability  in  the  way  therapy  is 
administered  and  its  outcomes. 

Part  of  the  interactive  approach  at  One  for  Autism  is 
that  each  child’s  instructional  binder  does  not  merely 
reside  at  One  for  Autism.  The  binder  is  available  to  par¬ 
ents  on  weekends,  for  their  review  of  their  child’s 
progress  and  for  feedback  between  parents  and  One  for 
Autism  staff.  Parents  can  use  the  binder  information  to 
work  on  generalizing  their  child’s  behavior  to  other  set¬ 
tings.  This  regular  communication  does  not  leave 
progress  to  mystery  but  to  informed  communication. 
Parents  will  even  report  that  they  take  the  binder  on  an 
outing  to  the  park,  because  they  want  to  continue  the 
progress  that  they  are  so  excited  to  see  in  their  child. 
Olga  does  encourage  break  time.  If  parents  would  like 
staff  to  work  on  a  particular  skill  that  they  think  their 


Variables  like 
seizures,  medicatien 
disruptiens,  and 
ether  facters  can 
affect  a  child’s  ability 
tefecus  enthe 
task  at  hand. 


www.eparent.com/EP  MAGAZINE  •  April  2007  61 


One  For  Autism 


child  is  ready  to  learn,  such  as  tying  shoes,  One  for 
Autism  is  receptive  to  working  on  that,  within  the 
structure  of  discrete  trial  format  that  they  use. 

While  the  limited  number  of  physicians  available  to 
diagnose  children  with  autism  or  other  developmental 
delays  can  mean  placement  on  a  waiting  list  until  they 
can  be  seen,  Olga  is  able  to  begin  treatment  prior  to  that 
first  physician  visit.  She  is  certified  in  Autistic  Diagnostic 
Observation  Schedule  (ADOS),  Module  1,  and  can 
administer  this  exam.  Without  the  supervision  of  a 
physician  she  says,  “Of  course,  I  can’t  do  the  diagnosis, 
but  I  can  treat.”  Familiar  signs  that  can  signal  autism  are 
children  walking  on  their  toes,  self-stimulation  behav¬ 
iors,  and  being  non-verbal.  “By  the  time  they  get  to  that 
doctor,  I  have  data  to  tell  her  this  is 
what  he’s  done,  this  is  how  he’s 
developing,  this  is  his  mastery  level, 
what  else  do  we  need  to  do  for 
him?”  Efforts  can  be  focused.  “We 
can  target  the  behaviors  and 
decrease  the  behaviors  or  get  rid  of 
them.  Then  the  opportunities  for 
learning  come  about  because  you’ve 
gotten  rid  of  the  behaviors  that 
interrupt  learning.” 

“The  younger  you  start,  the  more 
successes  you  will  see,”  says  Olga,  “The  more  hours 
they  get  seen  a  week,  the  faster  we  see  progress 
because  they  build  from  that  mastery  level.”  Drills  are 
done  in  areas  such  as  gross  motor  imitation  and  verbal 
imitation,  and  fine  motor,  oral  motor,  and  verbal 
receptive  skills.  The  results  tracked  in  each  child’s 
binder  include  the  number  of  responses  to  the  num¬ 
ber  of  prompts  in  a  drill  as  well  as  at-a-glance  grids 
that  readily  reveal  a  child’s  ongoing  progress.  One  of 
the  advantages  to  One  for  Autism  is  that  for  the  chil¬ 
dren  who  attend  other  schools  during  the  daytime  and 
come  to  One  for  Autism  for  therapies  afterward,  they 
do  not  miss  out  on  regular  classroom  time  by  being 
taken  from  the  classroom  for  therapy  sessions. 

When  a  parent  asked  Olga  about  the  teacher 
turnover  rate  at  One  for  Autism,  Olga  was  able  to  tell 
her  that  she  has  employees  who  have  been  with  her 
since  she  turned  her  home’s  garage  into  a  therapy  set¬ 
ting.  It  is  a  two-way  loyalty,  Olga  offers  mentorship 
opportunities  for  her  staff.  She’ll  pay  for  staff  working 
on  their  ABA  certification  and  cover  the  cost  of  books 
because  she  was  there  at  one  time  and  knows  what  it 
was  like.  She  does  this  “because  of  their  commitment 
with  me  and  because  they  want  to  study  what  we  do. 
To  me,  it’s  heads  up.  I’ll  help  you  with  your  books  if  I 


can.”  In  the  end,  the  children  benefit.  She  will  pur¬ 
chase  furniture  at  auctions,  knowing  that  the  money 
saved  can  then  be  used  for  additional  therapy  hours  or 
other  needs  for  the  children. 

Meeting  the  needs  of  the  children  means  meeting  the 
needs  of  parents  and  the  whole  family.  The  bilingual 
One  for  Autism  is  a  valuable  resource  for  Spanish- 
speaking  families,  providing  a  comfort  zone  in  that 
arena.  Because  One  for  Autism  has  been  approved  for 
the  U.S.  Military’s  TRICARE  Extended  Care  Health 
Option  (ECHO)  program,  military  families  are  eligible 
to  receive  services  there.  Olga  describes  a  family  who 
had  relocated  from  Puerto  Rico  to  San  Antonio.  The 
parents  have  triplets:  one  son  with  autism,  another  son 
with  a  speech  delay  and  a  daughter 
who  is  typically  developing.  In 
January,  the  father  was  deployed  to 
Iraq  for  one  year.  The  children’s 
mother  primarily  speaks  Spanish, 
and  the  family’s  first  Interview  at 
One  for  Autism  was  conducted  in 
Spanish.  With  her  husband  gone, 
she  can  continue  ongoing  dialogue 
about  her  children  with  Spanish¬ 
speaking  staff,  who  can  help  make 
her  feel  more  welcome  and  can 
address  her  needs.  Prior  to  the  triplet’s  father’s  depar¬ 
ture  to  Iraq,  the  family  had  moved  closer  to  One  for 
Autism  to  make  life  a  little  simpler.  Olga  Indicates  that 
she  has  committed  herself  to  sending  their  father 
videotape  updates  so  that  he  can  see  his  children’s 
progress  in  therapies. 

The  Beginning 

A  nursing  student  at  University  of  the  Incarnate  Word 
in  San  Antonio,  Olga  had  started  working  some  rota¬ 
tion  units  in  various  hospital  departments,  including 
oncology  and  pediatrics.  One  day,  she  returned  to  the 
neonatal  intensive  care  unit  where  she  had  worked  the 
previous  day  and  inquired  about  one  of  the  babies  who 
“was”  absent  from  its  earlier  spot.  She  thought  the 
child  had  been  moved  upstairs  to  another  floor.  Then 
she  was  told  that  the  baby  had  passed  away.  Olga  notes 
that  she  gets  attached  to  people  she  encounters.  “This 
was  not  for  me.  Experiencing  death  and  being  able  to 
accept  it  was  something  that  I  wasn’t  prepared  for.” 
Olga  dropped  out  of  the  nursing  program.  She  went  to 
the  job  bank  at  the  school  to  check  out  job  postings. 
She  found  a  listing  indicating  that  a  mother  was  look¬ 
ing  for  somebody  to  help  with  her  son  with  autism — 
no  experience  necessary.  At  the  time,  Olga  was  unfa- 


“Thiswas  not 
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death  and  being 
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was  something  that 
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miliar  with  autism.  She  attended  the  interview  and  was 
offered  the  job  while  there.  “So  right  after  that  hap¬ 
pened,  I  went  home  and  I  researched  autism,  because  1 
did  not  know  what  autism  was.  As  1  researched  it,  it 
was  really  Interesting  and  of  course  with  autism,  chil¬ 
dren  will  be  able  to  get  treatment.”  Olga  eventually 
graduated  with  a  Bachelor  of  Arts  degree  in  psycholo¬ 
gy  and  a  minor  in  biology  as  well,  due  to  all  of  her 
nursing  classes. 

The  family  that  Olga  worked  with  was  addressing 
their  child’s  treatment  needs  by  bringing  in  a  consult¬ 
ant  from  UCLA  who  trained  Olga  and  four  other  thera¬ 
pists  who  worked  with  their  child.  This  was  Olga’s  first 
exposure  to  discrete  trials,  the  applied  behavior  analy¬ 
sis  (ABA)  approach.  “1  learned  a  lot 
from  him,  and  I  just  found  it  so 
rewarding  to  see  this  child  from 
Point  A  to  Point  D  within  weeks.” 

The  consultant  set  up  a  30-  to  40- 
hour  per  week  program  of  therapies 
for  the  three-year-old  child.  The 
consultant  would  come  every  three 
months  on  a  weekend  and  spend 
two  days  training  the  therapists.  The 
therapists  were  videotaped  as  part 
of  training.  New  goals  were  set  each 
time.  “So  we  could  see  what  was 
coming  up  with  him,  and  we  would 
drive  to  get  him  to  that  point,  so  by 
the  time  the  consultant  came  again 
we  already  had  all  these  skills  that 
he  had  given  us  beforehand.”  This 
child  is  now  1 2  years  old,  and  Olga  will  still  do  consul¬ 
tations  with  him  as  necessary.  She  had  worked  inten¬ 
sively  with  him  for  the  first  three  or  four  years. 

“And  within  that  time  working  with  him,  he  actually 
inspired  me  to  go  get  my  master’s  in  special  education, 
because  I  was  noticing  that  a  lot  of  the  skills  that  we 
were  working  on  were  academic-,  educational-based, 
and  in  order  for  me  to  advocate  for  him  in  a  meeting  or 
for  me  to  know  where  we  were  going,  I  thought  it 
would  be  essential  that  1  needed  to  go  and  further  my 
education  in  the  educational  aspect  of  it.  But,  of  course, 
the  psychology  helped  me  with  the  disability  in  itself.” 

Eventually,  another  family  requested  that  Olga  provide 
consulting  services,  then  another.  She  did  this  for  about 
seven  years,  traveling  to  people’s  homes.  “Then  1  got  mar¬ 
ried.  1  got  my  master’s.  We  bought  a  house.”  Soon,  the 
expectant  couple’s  garage  was  transformed  into  two  ther¬ 
apy  rooms  and  a  waiting  area.  Each  therapy  room  has  a 
two-way  mirror  for  parents  to  observe  the  progress  of 


therapy  with  their  child.  The  clientele  list  began  to  grow. 
“I  happened  to  consult  a  child  whose  father  owned  a  day¬ 
care.”  Eight  hundred  square  feet  of  space  was  available  at 
this  site,  he  indicated,  if  she  were  interested.  Olga  decided 
that  she  wanted  to  start  Implementing  education  with  the 
therapies.  In  August  2004,  she  began  a  half-day  program 
at  the  site,  with  six  children.  By  December,  the  number 
had  doubled  to  1 2  and  by  the  end  of  the  summer  the  cen¬ 
ter  had  reached  its  full  capacity  under  licensing  regula¬ 
tions  at  20  children.  A  parent  of  one  of  her  children  told 
her  they  were  going  to  look  for  a  place  for  her  because 
they  wanted  the  school  to  grow.  One  Friday,  the  parent 
called  to  say  she  had  found  something,  and  Olga  fol¬ 
lowed  up  that  day  to  find  out  more  about  it.  On  Saturday, 
she  and  her  husband  looked  at  the 
building,  and  on  Sunday,  they 
signed  a  contract.  “Essentially,  it 
was  our  place  by  Monday.” 

The  Future 

Growth  is  a  pervasive  theme.  “1 
want  to  get  my  Ph.D.  in  clinical 
psychology,”  Olga  notes.  “I  love 
school.”  She  recognizes  “that  what 
1  do  is  something  that  not  every¬ 
body  could  do.”  But  if  a  plan  is 
made  to  pursue  this  work,  “if  you 
don’t  have  a  commitment  and  the 
heart,  it’s  not  going  to  work,”  says 
Olga.  “You  fail  the  children  first 
before  you  fail  yourself.  I  know 
what  I  need  to  do  now.  1  know  my 
purpose  as  my  career,  as  growth  to  myself,  what  1  love 
to  do.  And  this  is  what  1  love  to  do.” 

Like  Einstein’s  theory  of  relativity,  this  formula  for 
success  with  its  interconnected  elements  is  both  sim¬ 
ple  and  complex.  It  is  the  beauty  and  the  challenge  of 
it.  It  makes  logical  sense  but  requires  dedication  and 
determination  to  master  its  separate  elements.  Then 
there’s  the  payoff.  Olga  knows. 

“And  just  the  reward  at  the  end  of  the  tunnel:  to  see 
these  kids  go  potty  and  get  rid  of  the  pull-ups,  to  see 
these  kids  eat  with  a  fork  instead  of  their  hands,  to  see 
these  kids  say  a  word  where  they  never  talked,  I  mean 
that’s  just... it’s  unbelievable  and  to  think  that  you  had 
something  to  do  with  it,  even  more.  The  way  I  see  it 
with  me  is  that,  what  am  I  going  to  change  today,  what 
good  am  I  going  to  do  today,  even  if  it’s  something  very 
small.”  Or  large. 

Next  month,  we’ll  talk  in-depth  with  some  families 
whose  children  attend  One  for  Autism.  • 


“You  fail  the 
children  first  before 
you  fail  yourself. 
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The  race  of  the  Exceptional 
Family  Memher  Program  (EFMP) 

Families  at  Fort  Lewis 

By  Heather  Hebdon 


I  recently  had  the  opportunity  to  talk  with  three  of  the  Exceptional  Family 
Member  Program  (EFMP)  families  at  Fort  Lewis.  They  represent  the  broad 
spectrum  of  families  on  the  installation  who  are  dealing  with  deployments, 
resource  needs,  and  everyday  life  as  parents  of  children  with  disabilities.  Fort 
Lewis  has  the  highest  per 
capita  EFMP  enrollment  in 
the  Army.  This  has  brought 
about  many  challenges  and 
unique  experiences  for  the 
families  here.  These  stories 
tell  a  little  about  the 
challenges  the  families  face 
and  the  opportunities 
available  out  there. 


The  Klaiik  Family  story 

Entering  the  modest  home  of  Marcie 
Klatik,  I  was  immediately  struck  by  the 
bustling  joy  of  four  girls  sitting  together 
playing.  The  children  range  in  age  from 
12  years  to  2  years.  The  youngest  two, 

Adriana  and  Juliana,  have  Down  syn¬ 
drome.  Marcie  has  her  hands  full  with  a  pre-teen,  a 
child  with  ADHD,  and  the  twins.  She  also  has  the  worry 
associated  with  a  spouse  being  deployed  to  Iraq.  “This 
is  his  second  tour,  so  we  have  kind  of  gotten  used  to  his 
being  gone,”  Marcie  said. 

She  has  the  role  of  mom,  dad,  taxi  driver,  and  ther¬ 
apist.  She  is  quick  to  point  out  that  her  girls  are  very 
important  to  her.  “The  one  challenge  1  have  is  the  lack 
of  anyone  to  stay  with  the  girls.  1  have  no  respite,  so 
the  only  time  1  really  get  out  is  when  we  have  therapy 


or  when  1  go  to  the  Down  syndrome  support  group.” 
This  isn’t  really  a  break,  she  explains,  as  the  twins  are 
always  with  her.  This  has  made  her  husband’s  absence 
more  intense  without  any  means  to  get  away  and  not 
worry  about  the  girls  and  their  needs. 

Marcie  commented  that  she  has  a  full  day,  everyday 
and  that  by  the  end  of  the  day  she  is  ready  to  rest.  To 
get  through  the  day,  she  has  learned  coping  strategies. 
“1  have  gotten  myself  into  the  mindset  of  single  parent. 
It’s  a  survival  mode.  I’m  getting  ready  for  the  next  day 
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and  planning.”  This  is  when,  many  times,  her  husband 
contacts  her  wanting  to  hear  how  things  are  going  and 
connect.  “We  have  access  through  Internet  and  phone, 
but  it  isn’t  the  same  as  his  being  here,”  she  explained. 
“When  he  calls,  I  am  so  busy,  I  can’t  stay  on  the  phone 
as  long  as  I  know  we  would  both  like,” 

The  twins  were  born  two  years  ago.  Marcie,  her  hus¬ 
band,  and  the  two  older  girls  were  stationed  at  Fort 
Huachuca,  Arizona  when  she  learned  that  she  was 
pregnant  and  expecting  twins.  “We  didn’t  know  the 
girls  had  Down  syndrome  until  they  were 
born.  I  moved  back  to  Washington  State 
where  I  had  some  support  because  my  hus¬ 
band  was  being  sent  to  Germany,”  Marcie 
explains.  “We  decided  to  have  me  at  home 
until  the  babies  were  born.”  He  came  home 
for  their  delivery.  After  the  delivery,  he  went 
to  pick  up  the  girls  from  school.  “While  he 
was  out,  the  doctor  broke  the  news  to  me  that 
the  twins  both  appeared  to  have  Down’s.  I 
couldn’t  even  speak.  When  my  husband  came 
in,  I  had  to  have  them  tell  him  because  I 
couldn’t  stop  crying  to  let  him  know.”  This 
was  the  beginning  of  the  many  new  responsi¬ 
bilities  the  family  would  face. 

Shortly  after  the  girls  were  born,  Marcie’s 
husband  was  compassionately  reassigned 
from  Germany  to  Fort  Lewis.  He  was  at  Fort 
Lewis  for  less  than  two  months  before  being 
deployed  the  first  time  to  Iraq.  Marcie  found 
support  in  her  connections  with  Specialized 
Training  of  Military  Parents  (STOMP)  and  the 
Fort  Lewis  EFMP  She  began  meeting  with  the  Pierce 
County  Parent  Support  Group  and  has  become  an 
active  support  parent  to  other  families.  “One  thing  I 
can  be  thankful  for  are  the  good  doctors  I’ve  found,” 
Marcie  explains.  “They  know  how  little  time  I  have,  so 
when  I  go  in  with  the  twins,  they  are  willing  to  hear 
about  any  other  concerns  I  have  about  the  other  girls.” 

The  twins  are  basically  quite  healthy  according  to 
Marcie.  They  have  had  few  colds,  and  the  only  real  chal¬ 
lenge  they  have  is  the  small  hole  Juliana  has  in  her 
heart.  This  is  expected  to  be  repaired  in  September. 
Marcie  shared  how  well  the  twins  are  doing.  They 
receive  early  intervention  services  and  therapy.  Adriana 
is  beginning  to  babble.  “They  have  over  20  different  sign 
language  signs,”  Marcie  stated,  Adriana,  who  is  more 
gregarious,  is  quick  with  the  signs,  sometimes  giving 
more  of  an  approximation  than  a  real  demonstration  of 
the  sign  she  is  trying  to  use.  Juliana,  on  the  other  hand, 
is  very  specific  in  her  signing.  “She  sat  and  observed  the 


world  for  a  long  time  before  she  started  using  her  signs. 
She  is  really  precise,”  stated  Marcie,  as  she  demonstrat¬ 
ed  how  Juliana  signs  “more”  and  “all  done,” 

Marcie  explained  that  the  twins  have  really  helped  her 
and  their  sisters  grow.  “When  you  are  younger,  you  look 
at  disabilities.  You  might  have  made  fun  of  those  with 
disabilities.  You  might  have  looked  at  them  and  thought 
they  had  to  do  something  wrong  to  be  like  that.  There  is 
nothing  wrong  with  someone  because  they  have  differ¬ 
ences.  Because  of  the  twins,  I  evaluate  how  I  look  at  peo¬ 


ple.  I’m  far  more  open  and  accept  people  for  who  they 
are.  It  has  really  helped.  I’m  thankful  that  it  has  given  the 
older  girls  an  open  heart  and  mind.  It  has  kept  them 
from  judging  what  someone  can  or  cannot  do.” 

This  writer  would  add  that  the  attitude  of  the  girls  is 
reflective  of  the  way  their  mother  approaches  her  chal¬ 
lenges.  Regarding  the  situation  she  is  in  with  her  hus¬ 
band’s  absence  and  the  girl’s  needs,  Marcie  states,  “I’m 
going  to  make  their  lives  as  fulfilling  as  possible.  If  you 
throw  something  at  me,  I’m  going  to  make  it  work,” 
Marcie  has  done  exactly  that.  She  has  identified  the  chal¬ 
lenges,  recognized  her  own  needs,  and  been  open  to 
helping  others.  In  doing  so,  she  has  made  it  a  better  place 
not  only  for  herself  but  her  children  and  others  as  well. 

The  Strickland  Family  Story 

Entering  the  quarters  of  the  Strickland  family,  I  was 
Immediately  greeted  by  Madison,  a  lovely  little  girl  with 
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blond  hair  and  a  twinkle  in  her  eye.  “She  rules  the 
roost,”  her  mother,  Angie,  stated.  Madison  is  an  only 
child.  She  was  born  at  25  weeks,  weighing  21bs  and  3oz, 
“She  was  pretty  sick  at  first,”  her  mother  explained. 
“When  she  was  only  two  weeks  old,  she  developed 
some  significant  problems  that  required  surgery  where 
they  removed  part  of  her  intestines,” 

Angie  noted. 

Madison  has  cerebral  palsy  (CP).  It 
affects  her  speech  and  ability  to  walk, 
but  she  is  an  endearing  and  bright  lit¬ 
tle  girl  with  much  to  say  and  a  will  to 
be  heard. 

Angie  explained  that  her  husband  had 
been  in  the  service  and  had  then  gotten 
out.  “He  was  in  the  North  Carolina 
National  Guard  when  he  was  sent  to  Iraq 
the  first  time.  While  he  was  there,  we 
were  able  to  get  the  things  Madison 
needed.  When  he  returned,  we  realized 
he  needed  to  go  active  duty.”  Specialist 
Strickland  has  been  to  Iraq  two  times 
and  is  scheduled  to  deploy  again  this 
spring.  The  family  arrived  at  Fort  Lewis 
in  May  of  last  year  and  must  now  decide 
whether  Angie  and  Madison  will  stay  on 
at  Fort  Lewis  or  return  to  their  home  of  record  in  North 
Carolina.  Angie  explained  that  the  decision  is  really 
hard.  Madison  gets  four  hours  of  nursing  a  day,  four 
days  a  week.  She  has  a  feeding  tube  and  many  health 
issues.  “It  takes  two  people,  at  times,  to  care  for  all  of 
her  needs,”  explained  Angle.  “If  I  go  home.  I’ll  only  get 
about  two  hours  a  day  of  service,  but  I  would  have  my 
parents  to  help.”  Madison  also  gets  a  great  deal  of  ther¬ 
apy  and  support  at  Fort  Lewis,  Angle  commented  that 
when  they  were  in  North  Carolina,  she  had  to  travel  to 
Chapel  Hill  for  much  of  Madison’s  care.  “That  is  a  one- 
and-a-half  to  two-hour  drive,”  she  commented,  “Here, 
everything  is  only  five  minutes  away.” 

Madison  attends  school  at  Evergreen  Elementary  at 


“We  move  frequently,  sometimes  as 
often  as  every  two  years, 
but  the  friendships  you  have  can’t 
be  found  anywhere 
else  like  they  are  in  the  military.” 


the  Fort  Lewis  installation.  Angle  commented  that  when 
they  were  in  North  Carolina,  Madison  was  the  only  child 
in  a  wheelchair.  “When  she  went  to  Evergreen,  she  saw 
all  the  children  in  wheelchairs.  It  was  pretty  cool,”  She 
is  in  a  class  with  other  little  girls  and  has  developed 
some  terrific  friendships.  Madison  doesn’t  have  effec¬ 


tive  use  of  her  hands  due 
to  the  CP  but  can  tell  you 
what  she  wants.  “The 
other  kids  will  get  her 
name  for  her  when  they 
are  identifying  who  is  here 
in  the  classroom.  They 
really  help  a  lot,”  Angie 
explained. 

Not  to  be  outdone, 

Madison  spoke  up,  “I  have  lots  of  friends.”  Madison 
understands  that  she  has  cerebral  palsy  and  will  tell  you 
about  it.  She  also  doesn’t  let  it  get  in  her  way.  While  we 
were  visiting,  Madison  chose  to  move  from  her  wheel¬ 
chair  to  an  activity  chair  the  family  recently  received 
through  TRICARE,  the  Department  of  Defense’s  health¬ 
care  program  for  members  of  the  uniformed  services 
and  their  families.  “Games  are  more  fun  than  talking,” 
Madison  explained  to  me.  As  we  watched  Madison 
doing  her  matching  game  and  learned  of  her  interest  in 
TV,  Angie  explained  that  the  support  she  has  gotten  at 
Fort  Lewis  has  been  terrific.  “I  can’t  tell  you  how  much 
it  helps.  We  have  great  doctors,  and  Mary  out  at  Madigan 
has  been  able  to  get  all  of  the  equipment  we’ve  needed.” 


66  April  2007  •  EP  MAGAZINE/www.eparent.com 


Angie  also  noted  the  support  she  has 
gotten  from  the  support  group  on 
Fort  Lewis. 

Angie  indicated  that  she  doesn’t 
go  out  a  lot.  “Madison’s  needs  are 
really  extensive,”  she  explained, 

“but  I  have  gone  to  the  Christmas 
party  and  other  activities.”  She 
notes  that  these  have  meant  a  lot  to 
her  and  Madison. 

Angle  has  also  made  connections 
with  a  lot  of  other  families  who  have 
children  with  disabilities  on  Post. 

“There  are  lots  of  families,”  she  stat¬ 
ed.  She  told  of  an  experience  in 
which  she  was  assisted  by  another 
parent  and  how  much  it  helped. 

“We  all  work  together,”  she  said. 

The  Brown  Family  Story 

"Valentine’s  Day  balloons  were  being 
bounced  around  by  Larson,  Ashley 
and  Major  Don  Brown’s  youngest 
son,  as  Ashley  and  1  started  our  talk. 

Larson  is  a  beautiful,  blond-haired  elghteen-month-old. 
He  and  his  brother  Bowen  (also  known  as  “Bo”)  are  full 
of  energy  and  laughter.  The  balloons  were  a  treat  that 
had  come  home  with  the  shopping.  Ashley  explained 
that  they  had  been  something  the  boys  really  wanted. 
“I  was  trying  to  get  things  done  and  they  were  really 
demanding.  1  thought  ‘whatever  makes  them  happy’  so 
we  can  get  this  over  with,”  stated  Ashley,  the  demure, 
dark-haired  mother  of  these  two  little  pistols.  “There 
has  been  some  adjustment  we  have  had  to  go  through,” 
Ashley  explained.  Major  Brown  had  been  home  a  few 
weeks  before  the  interview  but  had  returned  to  Iraq.  “I 
knew  it  was  going  to  be  difficult,  but  I  didn’t  know  how 
hard  it  would  be  on  the  boys,”  Ashley  stated. 

Ashley  shared  that  Bowen  was  their  first  child.  “It 
took  us  a  year  to  get  pregnant,  so  we  were  really  excit¬ 
ed.  I  started  noticing  differences  when  he  was  about  10 
months  old,”  Ashley  explained.  “I  had  this  feeling 
something  was  wrong.  I  told  the  doctor,  and  I’ll  never 
forget  what  he  said.  He  told  me  I  was  being  a  neurotic 
mother.”  Ashley  Indicated  that  she  became  more  con¬ 
cerned  when  Bowen  wasn’t  doing  things  like  the  other 
babies  his  age  were  doing,  “He  wouldn’t  say,  ‘bye-bye,’ 
or  other  things  that  we  saw  in  other  children,” 
Eventually,  the  Browns  were  able  to  get  a  referral  for  an 


Early  Intervention  speech  therapy 
evaluation  from  their  physician  at 
Fort  Leavenworth,  Kansas,  “When 
she  came  out  to  see  us  she  said,  ‘I 
have  serious  concerns  about  your 
son.  This  is  not  a  language  delay’ 
That  was  when  she  started  to  help 
us  get  some  answers,”  Ashley  stated. 
The  Early  Intervention  speech  ther¬ 
apist  made  a  referral  to  a  develop¬ 
mental  pediatrician.  “At  Fort 
Leavenworth,  they  have  a  contract 
with  the  developmental  pediatri¬ 
cians,  and  they  actually  come  to 
your  home,”  explained  Ashley.  “The 
referral  was  made  when  Bo  was  20 
months  old,  and  the  developmental 
pediatrician  came  to  our  home 
when  he  was  23  months  old,”  she 
stated.  “He  knew  we  were  getting 
ready  to  PCS  and  that  Don  would  be 
going  to  Iraq  as  soon  as  we  got  set¬ 
tled  at  Fort  Lewis.  We  had  done  a  lot 
of  research  on  the  Internet  and 
knew  that  he  was  going  to  tell  us  Bo 
had  autism,  so  when  he  got  there,  we  told  him  we  were 
pretty  sure  that  it  was  autism  and  that  we  wanted  to 
spend  the  time  talking  about  what  to  do.  He  spent 
about  10  minutes  with  Bo  then  confirmed  our  fears.  He 
gave  us  a  paper  with  the  diagnosis  written  on  it  and  told 
us  to  get  services  as  soon  as  we  got  to  Fort  Lewis,” 
Ashley  explained.  She  went  on  to  state,  “You  know,  I 
knew  what  he  was  going  to  tell  us,  but  when  he  said 
autism,  I  completely  lost  it.  The  rest  of  the  conversation 
was  a  blur.” 

Relocating  to  Fort  Lewis  was  a  challenge  for  the 
Browns.  Major  Brown  had  been  in  school  and  was 
specifically  requested  for  the  assignment  to  Iraq.  “We 
left  Fort  Leavenworth  14  days  after  getting  Bo’s  diagno¬ 
sis.  We  got  to  Fort  Lewis,  and  within  30  days.  Don  was 
on  his  way  to  Iraq.  I  didn’t  know  a  soul  here,  and  I  had 
Bo  and  a  six-month-old  (Larson).”  Ashley  indicated  that 
she  had  to  connect  with  the  resources  and  learn  what 
was  available.  “That’s  when  I  met  Nancy,  the  EFMP 
Coordinator  out  at  Army  Community  Service  (ACS),” 
she  said.  “I  thought  I  was  functioning  well  and  that  I 
was  emotionally  capable,  and  I  was.  But  now,  when  I 
look  back  on  it,  I  realize  what  a  wreck  I  was,” 

Ashley  stated  that  the  deployment  had  some  impacts 
that  they  had  not  expected.  “Since  Don  left  so  soon 
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after  the  diagnosis,  he  didn’t  real¬ 
ly  get  the  chance  to  grieve.  So 
when  he  came  back,  he  not  only 
had  to  go  through  the  re-entry, 
but  at  the  same  time,  he  had  to 
go  through  the  grief  of  the  diag¬ 
nosis.”  Ashley  indicated  that  Don 
came  home  and  had  to  learn  new 
parenting  techniques  because 
they  were  working  on  getting  Bo 
to  communicate.  “He  was  trying 
to  learn  all  these  techniques 
when  we  were  just  beginning  to 
work  with  Bo  and  we  were  get¬ 
ting  a  lot  of  negative  behaviors 
because  of  his  need  to  communi¬ 
cate,”  Ashley  explained. 

When  asked  what  has  helped 
her  family  through  the  chal¬ 
lenges  of  two  deployments  to 
Iraq  in  less  than  three  years,  she  stated,  “The  military 
community  is  so  close-knit.  The  majority  of  our  neigh¬ 
borhood  is  either  deployed  or  getting  ready  to  be 
deployed.  We  know  what  it’s  like  for  each  other.  I 
couldn’t  have  done  it  without  the  military  wives.”  She 
explained  that  when  she  first  got  to  Fort  Lewis  and  her 
husband  had  deployed  for  his  first  tour  in  Iraq,  she  had 
been  concerned  about  her  family  being  different  and 
having  to  seek  assistance  from  strangers  but  that  hav¬ 
ing  the  military  support  made  all  of  the  difference. 

Ashley  also  stated  that  having  specialized  groups  to 
learn  from  is  critical.  She  shared  how  the  EFMP  group 
had  been  of  assistance  and  spoke  of  her  connection 
with  the  University  of  Washington  autism  program.  “Bo 
was  lucky  because  he  got  intense,  early  intervention 
services.  Many  of  the  kids  with  autism  don’t  get  that 
level  of  therapy  early  on.”  She  went  on  to  explain, 
“When  you  move  somewhere,  you  always  hope  you 
will  move  where  a  child  has  already  been  diagnosed 
and  the  services  have  been  established,  so  you  can 
work  easier.” 

Ashley  indicated  that  when  her  husband  returns  from 
this  tour  to  Iraq,  they  will  learn  whether  they  will  be 
remaining  at  Fort  Lewis  for  a  time  or  if  they  will  be  mov¬ 
ing  before  the  end  of  next  year.  “I’ve  already  got  Bo’s 
name  on  waiting  lists  in  five  different  states  in  case  we 
move  because  there  are  such  long  waiting  lists,”  Ashley 
noted.  These  are  all  things  that  weigh  heavily  on  her 


mind.  She  also  stated,  “The  hardest 
part  of  this  is  not  having  him  (Don) 
here.  I  can’t  just  call  him  to  get  his 
opinion  or  help,  I  don’t  have  him 
to  ask  those  questions,  I  can  only 
talk  to  him  one  time  a  week  for  10 
minutes,  so  I  don’t  want  to  inun¬ 
date  him  with  negatives.  It’s  kind  of 
a  Pollyanna  approach,”  she 
explained,  because  she  is  trying  to 
shield  him  from  the  problems. 
“Don’t  get  me  wrong,  it  does  slip 
sometimes,”  she  stated,  “but  I  try 
to  not  have  him  worry  about 
things.  This  puts  a  lot  on  me.” 

Ashley  noted  that  the  biggest 
challenges  she  thinks  families  face 
when  they  are  in  the  military  is  the 
lack  of  extended  family  to  help 
when  there  are  challenges.  “With 
other  families,  you  have  your  parents  or  other  family  to 
help  if  you  need  a  break,”  she  explained.  “When  you  are 
in  the  military,  you  have  to  look  for  resources.  Finding 
childcare  for  Bo  and  Larson  has  been  difficult.  Finding  a 
care  provider  has  been  hard.  When  they  hear  that  Bo  has 
autism,  they  become  fearful  and  think  of  the  worst  case. 
It  can  be  really  challenging  when  your  spouse  is  fighting 
for  our  country  and  dealing  with  his  family  and  their 
needs.  We  need  support  from  the  civilian  community  to 
survive  deployments,”  Ashley  stated.  “As  a  military 
spouse,  I  worry  about  my  husband.  I  really  appreciate 
when  the  support  is  there.” 

Ashley  finished  by  saying,  “We  move  frequently, 
sometimes  as  often  as  every  two  years,  but  the  friend¬ 
ships  you  have  can’t  be  found  anywhere  else  like  they 
are  in  the  military.”  It  is  clear  that  such  support  has  been 
the  anchor  that  has  held  things  together  for  the  Brown 
family.  While  the  divorce  rate  for  families  who  have 
children  with  autism  is  80  percent,  and  the  divorce  rate 
for  officers  returning  from  Iraq  is  close  to  50  percent, 
the  Brown  family  shows  a  resiliency  that  comes  from 
facing  the  challenges  and  finding  the  solutions  that 
work  best  for  them. 

The  Klatlk,  Strickland,  and  Brown  families  have 
learned  to  utilize  available  resources  to  meet  the  chal¬ 
lenges  they  face.  EFMP  services  are  one  supportive 
component  that  these  resourceful  parents  have  found 
to  meet  their  families’  needs.  • 


When  they  hear 
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Me  Military 
Child 
Education 
Coalidon’s" 

Tips  for  Preparing  for  Upcoming 
School  Transitions 

By  Stephanie  Surles 

The  Month  of  the  Military  Child  is 

not  only  a  good  time  to  celebrate  your  child,  it  is  also  a 
good  reminder  to  prepare  for  the  end  of  the  current 
school  year  and  a  great  beginning  for  the  next  year. 
Between  moving  and  transitioning  to  the  next  level, 
there  is  a  good  chance  your  child  may  be  in  a  new 
school  next  year.  Transitioning  schools  can  be  a  chab 
lenge  for  children  and  parents  alike;  a  new  school  can 
mean  many  more  changes  for  a  family  with  a  child 
with  special  needs.  You  may  have  to  contend  with  new 
state  rules  regarding  special  education.  Your  child  may 
need  to  be  reassessed  by  his  or  her  new  school  and 
may  face  adjustment  Issues  as  routines  are  changed. 
And  you  may  have  to  find  a  new  network  of  support  for 
both  you  and  your  child.  Make  sure  everyone  starts  off 
on  a  good  foot  by  preparing  for  transitions  now. 

Start  early.  As  soon  as  your  child  may  be  in  a  new 

Your  goal  is  to  have  the  transitien 
ge  as  smeethly  as  pessihle  fer 
yeur  child.  This  is  easier  if  new 
teachers,  ceunselers,  er  therapists 
receive  clear  infermatien  frem 
the  prefessienals  whe  already 
knew  yeur  child. 


school,  start  preparing.  The  more  time  you  have  to 
plan,  the  more  likely  things  are  going  to  be  in  order.  Of 
course,  you  may  not  have  much  warning  about  an 
upcoming  move,  so  it  is  a  good  idea  to  try  to  keep 
things  organized  at  all  times,  just  in  case, 

Oi^anize  your  records.  Make  sure  you  have  cur- 
rent  copies  of  important  documents,  including: 

•  Any  school  records  (assessments,  grades,  learning 
plans,  portfolios,  documentation  of  meetings,  etc.) 

•  Records  from  your  child’s  doctor  (vaccination 
records,  general  medical  records,  and  any  other 
information) 

•  Records  from  other  professionals  working  with  your 
child  (counselors,  therapists,  and  other  specialists) 
Have  at  least  TWO  copies  of  everything.  Talk  to 

school  officials,  in  both  schools  if  possible,  about  trans¬ 
ferring  records  directly  from  one  school  to  the  next.  If 
the  schools  have  one  of  MCEC’s™  Interactive  Counseling 
Centers™,  records  can  be  transferred  through  the  ICCs™. 
Make  sure  to  carry  at  least  one  copy  of  your  child’s 
records  with  you  so  your  child’s  education  is  not  held 
up  if  the  moving  company  misplaces  boxes. 

Update  your  child’s  information.  Check  on  your 
child’s  learning  plan,  school  assessment  records,  and 
vaccination  records.  Is  it  time  to  renew  an 
Individualized  Education  Program  (lEP)  or  get  a  boost¬ 
er  shot?  If  so,  do  this  now.  If  your  child  is  due  for  a 
renewed  lEP  before  classes  begin  in  the  new  school, 
talk  with  your  current  school  officials  about  reschedul- 
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the  sake  of  the  child.” 

ing  meetings  to  start  as  soon  as  possible.  It’s  much  eas¬ 
ier  and  more  effective  to  carry  a  brand  new  lEP  with 
you  (even  if  the  new  school  feels  the  need  to  do  its 
own)  than  an  old  one. 

Get  letters  of  introduction  from  professionals 
working  with  your  child.  Your  goal  is  to  have  the  tran¬ 
sition  go  as  smoothly  as  possible  for  your  child.  This  is 
easier  if  new  teachers,  counselors,  or  therapists  receive 
clear  information  from  the  professionals  who  already 
know  your  child.  The  new  professionals  may  want  to 
conduct  their  own  assessments,  but  the  additional  infor¬ 
mation  will  help  them  get  to  know  your  child  faster, 
which  will  smooth  the  transition  for  your  child. 

Make  your  own  record.  No,  we  aren’t  advocating 
that  you  try  out  for  American  Idol  (although  if  it  is  your 
dream,  go  for  it!).  We  want  you  to  track  your  interactions 
with  your  child’s  school  and  medical  personnel. 
Designate  a  location,  such  as  a  special  notebook  or  your 
planner,  and  keep  your  own  notes.  For  example,  when 
you  request  school  records,  record  who  you  asked,  when 
you  asked,  exactly  which  records  you  asked  for,  and 
what  you  were  told.  Be  sure  to  document  important 
phone  numbers  and  details  about  the  people  with 
whom  you  have  spoken  as  well  as  what  they  told  you. 
Given  the  intricacy  of  these  issues,  different  people  may 
tell  you  different  things.  You  want  to  be  able  to  say,  “Mrs. 
Smith  said  XYZ  on  this  date.”  Keeping  track  of  these 
details  may  seem  unnecessary,  but  the  more  informa¬ 
tion  you  have  on  hand,  the  more  control  you  have. 


Research  local  rules.  Rules  and  regulations  may  be 
very  different  when  you  move  to  a  new  state  or  country. 
Before  you  move,  learn  all  you  can  about  the  policies 
and  procedures  that  will  affect  your  child.  Figure  out 
which  offices  you’ll  be  dealing  with  and  contact  them. 
Establish  a  connection  with  the  people  you’ll  be  working 
with  once  you  arrive  and  talk  to  them  about  the  process 
of  getting  needed  services  for  your  child.  You  can  find 
links  to  the  state  agencies  that  handle  special  needs 
issues  by  visiting  the  “State  Resources”  page  at 
www.nichcy.org.  Learn  more  about  special  education 
through  DoDEA  schools  at  http://www.dodea.edu/ 
instruction/curriculum/speciaLed/index.htm. 

Learn  about  your  new  district  and  school.  As 
soon  as  you  know  where  you’ll  be  living,  contact  the 
school  district  and  school  officials  to  learn  more 
about  their  process:  How  do  they  require  records  to 
be  transferred?  Do  they  only  accept  records  directly 
from  a  school  or  are  hand  carried  records  OK?  Can 
you  begin  establishing  your  child’s  local  education 
plan  before  you  arrive?  How  quickly  will  special  serv¬ 
ices  be  provided  to  your  child?  For  more  information 
on  schools,  including  contact  names  and  information, 
visit  MCEC’s™  SchoolQuest™  at  www.schoolquest.org. 

Talk  with  other  parents.  Visit  the  “State 
Resources”  page  at  www.nichcy.org  or  talk  with 
Specialized  Training  of  Military  Parents  (STOMP)  to  find 
information  on  parent  groups  in  your  new  location. 
Connecting  with  other  parents  who  have  been  through 
the  transition  process  can  help  you  gather  information 
on  the  tips  and  tricks  that  work  best.  They  can  tell  you 
who  to  talk  to  when  you  are  in  a  hurry,  questions  you 
need  to  ask,  what  can  stall  progress,  and  how  to  work 
around  roadblocks.  Plus,  you’ll  get  access  to  a  great 
source  of  personal  support.  • 
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At  right:  Roland 
Paquette  and  his 
service  dog.  Rainbow, 
with  Sheila  O'Brien, 
Executive  Director  of 
NEADS,  a  non-profit 
organization 
established  in  1976 
to  train  and  provide 
rescued  dogs  and 
donated  puppies  to 
assist  people  who 
are  deaf  or 
physically  disabled 
in  leading  more 
independent  lives. 
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STOMP  has  two  very  active  listservs 


STOMP  Listserv 


Tri-FilTListserv 

The  TRICARE  Family  and  Autism  Treatment  (Tri-FAT) 
listserv  is  for  families  who  have  children  with  autism. 
The  listserv  members  share  ideas,  resources,  and  vital 
information  on  everything  from  Applied  Behavior 
Analysis  (ABA)  therapy  to  TRICARE. 


The  STOMP  listserv  is  for  all  military  families  and  pro¬ 
fessionals.  Here  you  can  gain  Information  about 
resources  within  your  region,  learn  about  new  duty 
stations,  get  information  on  topics  of  Interest,  and 
much  more. 


If  you  have  questions,  concerns,  or  useful  information  about  your  experience  as  an  exceptional  family,  come  and  share  your 
experiences  online  with  a  network  of  other  STOMP  families  and  professionals.  To  join  the  Tri-FAT  listserv,  please  send  a  blank 
email  to:  Tri-FAr-subscribe@topica,com 

To  join  the  STOMP  listserv,  please  send  a  blank  email  to:  STOMP-subscribe@toplca.com.  To  join  either  Tri-FAT  or  STOMP: 
Contact  the  STOMP  staff  directly  at  1-800-5PARENT  v/tty,  STOMP@washingtonpave.com,  ww.stompproject.org. 
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The  Milllary  Child  Education 
Coalilion'‘and  liddmialion 
on  National  Guard  and 
Reserve  Families 


By  Stephanie  Surles 


When  people  see  the  term  “military- 

connected  child,”  they  often  think  of  the  Active  Duty 
forces.  However,  approximately  650,000  of  the  1.8  mik 
lion  military-connected  children  have  parents  who 
serve  in  the  National  Guard  or  Reserves.  What  are  the 
National  Guard  and  Reserves,  and  how  are  they  differ¬ 
ent  from  the  Active  Duty  forces?  And  what  do  these  dif¬ 
ferences  mean  for  children  with  special  needs? 

The  five  branches  of  the  military — Army,  Navy,  Marine 
Corps,  Air  Force,  and  Coast 
Guard— all  have  Active  Duty 
service  members,  the  men  and 
women  who  serve  in  full-time 
positions.  The  military  also  has 
a  Reserve  Component  com¬ 
prised  of  Reservists  and 
National  Guard  members.  Each 
branch  has  a  Reserve  force. 

Typically,  Reservists  serve  part- 
time,  unless  activated  for  full¬ 
time  duty. 

The  Army  and  Air  Force 
both  have  National  Guard 
forces  as  well.  During  times  of 
peace,  the  National  Guard  is 
under  the  command  of  each  state’s  governor  through 
The  Adjutant  General  or  TAG  for  that  state.  However, 
these  forces  can  also  be  called  on  by  the  President  for 
federal  missions.  In  those  cases,  they  are  activated  and 
placed  under  command  of  the  Department  of  Defense 
(U.S.  Department  of  Defense,  “DoD  101 :  An  Introductory 
Review  of  the  Department  of  Defense), 

Active  Duty  and  Reserve  Component  service  is  often 
very  similar  for  service  members,  but  there  are  signifi¬ 
cant  differences  for  their  families.  Active  Duty  families 


often  live  on  or  near  military  installations  (a  base,  post, 
or  camp),  are  in  contact  with  other  military  families, 
are  typically  more  accustomed  to  the  military  lifestyle, 
and  live  daily  with  the  possibility  of  reassignment  or 
deployment.  The  communities  in  which  they  live  are 
also  more  familiar  with  the  military  lifestyle  and  issues 
that  military  families  and  their  children  face. 

National  Guard  and  Reserves  families,  however,  often 
live  very  civilian  lifestyles.  Many  do  not  live  near  a  mili¬ 
tary  installation  and  are  not 
able  to  connect  as  easily  with 
other  military  families  or  the 
programs  and  services 
designed  to  support  them, 
such  as  the  Exceptional 
Family  Member  program 
designed  to  serve  families 
with  children  who  have  spe¬ 
cial  needs.  Some  Active  Duty 
members  are  also  considered 
“geographically  isolated”  from 
an  installation  due  to  assign¬ 
ments  in  recruiting,  ROTC  pro¬ 
grams,  with  National  Guard  or 
Reserve  units,  or  other  special 
assignments.  The  communities  in  which  these  Reserve 
Component  and  geographically  isolated  Active  Duty 
families  live  often  have  little  or  no  significant  and  per¬ 
manent  military  presence.  In  practical  terms,  this  means 
community  leaders  and  members  are  less  familiar  with 
the  day-to-day  events  affecting  these  military  families 
and  the  issues  their  children  face.  The  disruptions  in 
schedules  and  routines  caused  by  deployment  or 
reunion  may  not  be  understood  by  those  serving  chil¬ 
dren  with  special  needs. 


Active  Duty  and  Reserve 
Cempenent  service  is  eften 
very  simiiarfer  service 
members,  but  there  are 
significant  differences  fer 
their  famiiies. 


www.eparent.com/EP  MAGAZINE  •  May  2007  65 


The  Military  Child  Education  Coalitior 


Top  Ten  States  Where  Guard  and  Reserve  Members  Reside 


California 

Texas 

Pennsylvania 

New  York 

Florida 

Ohio 

Alabanna 

Georgia 

Virginia 

Illinois 


Source:  2004  Demographics:  Profile  of  the  Military  Community 


Many  children  of  National 
Guard  and  Reserves  members 
had  limited  experience  or 
understanding  of  their  par¬ 
ent’s  commitment  to  the 
United  States  Military  prior  to 
September  11,  2001.  However, 
the  Global  War  on  Terror  has 
necessitated  an  increased 
activation  of  National  Guard 
and  Reserves  members.  The 
United  States  is  currently 
experiencing  the  largest  call¬ 
up  of  the  National  Guard  and 
Reserves  since  World  War  II 
(Statement  of  The  Military 
Coalition  before  the 
Subcommittee  on  Personnel, 

House  Committee  on  Armed 
Services.  March  16,  2005),  In 
February  of  2007,  almost 
84,000  National  Guard  and  Reserves  members  were 
mobilized.  Up  to  40  percent  of  the  total  U.S.  forces 
serving  in  Iraq  and  Afghanistan  are  personnel  of  the 
National  Guard  and  Reserves.  This  has  required  these 


children  to  become  accus¬ 
tomed  to  the  deployments 
and  separations  that  previ¬ 
ously  have  been  more  com¬ 
mon  to  the  Active  Duty  expe¬ 
rience. 

The  bottom  line  is  that  mil¬ 
itary  children  are  in  almost 
every  community  in 
America.  Dealing  with  a  high 
volume  of  relocations  and 
separations,  some  families 
have  the  support  of  carefully 
designed  services  available 
through  military  installa¬ 
tions.  Others,  however,  are 
not  located  near  these  sup¬ 
ports  and  need  a  system  of 
state  and  local  policies  that 
benefit  military  children. 
Military-connected  children 
need  support  no  matter  where  they  live.  For  National 
Guard  and  Reserve  families  with  children  who  have 
special  needs,  the  support  of  educators  and  communi¬ 
ty  members  is  crucial* 


The  United  States  is  currentiy 
experiencing  the  iargest  caii- 
up  ef  the  Natienai  Guard  and 
Reserves  since  Werid  War  ii 
(Statement  ef  The  Miiitary 
Ceaiitien  heferethe 
Suhcemmittee  en  Persennei, 
Reuse  Cemmittee  en  Armed 
Services.  March  16, 2005). 
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Home  files 

Developing  Valuable  Portable  Records 
for  Your  Family  —  By  Karen  Elliott 


Since  the  military  requires  its  members 

to  be  mobile,  every  military  family  would  benefit  from 
developing  a  portable  home  file  for  each  family  member. 
Home  files  are  records  that  you  compile  to  provide  a 
method  for  keeping  critical  information  in  a  central,  acces- 
sible  location.  They  offer  a  record  of  everything  from 
immunizations  to  correspondence,  to  critical  data  needed 
for  entrance  into  a  variety  of  services  and  programs.  A 
working  home  file  will  naturally  grow  in  conjunction  with 
the  evolving  needs  and  issues  of  the  family  member. 

A  home  file  for  a  child  with  disabilities  or  special 
needs  can  simplify  the  process  of  seeking  new  serv¬ 
ices.  Preparation  of  a  home  file  will  help  with  activi¬ 
ties  such  as  your  child’s  medical  appointments, 
meetings  for  his  or  her  Individualized  Education 
Program  (lEP),  evaluations,  and  transitions.  In  cases 
involving  due  process,  home  files  can  save  valuable 
time  and  money. 

What  records  should  be  in  a  home  file?  A  home 
file  should  include,  at  a  minimum: 

•  Birth  certificate 

•  Social  Security  card 

•  Current  photo 

•  Immunization  records 

•  Additional  relevant  medical  records 

•  School  records 

When  a  child  has  a  disability  or  special  needs,  addi¬ 
tional  information  is  criticed  to  have  on  hand.  It  is 
then  recommended  that  a  file  be  expanded  to  include: 

•  Academic  achievement  reports 

-  Tests 

-  Report  cards 

-  Transcripts 

•  Psychological  evaluations 

•  Physical  Therapy  (PT),  Occupational  Therapy  (OT), 
and  Speech  Therapy/Language  evaluations 

•  Current  and  past  lEPs 

•  Behavioral/Social  evaluations 


•  Vocational  evaluations 

-  Interests 

-  Skills 

-  Aptitudes 

•  Disciplinary  records  (including  behavioral  assess¬ 
ments) 

•  Samples  of  the  child’s  work  and  accomplishments 

•  Communication  logs 

•  Correspondence 

•  Non-academic  activities  in  which  the  child  is 
involved,  such  as: 

-  Scouts 

-  Therapeutic  recreation 

-  Religious  programs 

-  Additional  relevant  non-academic  activities 

•  Videos  of  your  child  in  school  settings  and  at  home 

An  exciting  new  system  that  has  been  developed  to 
assist  military  families  with  record  keeping  is  available  at 
the  Specialized  Training  of  Military  Parents  (STOMP)  web¬ 
site,  www.stompproject.org.  This  system,  known  as  the 
Special  Care  Organizational  Record  (SCOR),  is  a  compre¬ 
hensive  home  file  for  medical  issues,  produced  by  the 
Department  of  Defense  (DoD)  and  TRICARE  Management 
Agency  (TMA).  This  helpful  record  was  derived  from 
efforts  at  the  Center  for  Children  with  Special  Needs  and 
the  Washington  State  Department  of  Health’s  Children 
with  Special  Health  Care  Needs  Program.  SCOR  can  be 
downloaded  in  Word  format  to  allow  parents  to  modify 
the  record  according  to  their  child’s  particular  needs.  It 
can  be  filled  In  online  and  saved  to  a  Word  file  that  can 
then  be  updated  as  necessary. 

Methods  for  storing  a  home  file  will  vary.  Think 
about  creating  a  mobile  home  file  in  a  binder  or 
portable  file  box  that  will  reflect  the  needs  of  a  partic¬ 
ular  appointment  or  meeting.  Some  of  the  records  will 
be  used  more  than  others.  When  you  anticipate  that 
you  will  need  to  share  part  of  your  file  with  a  profes¬ 
sional,  give  them  a  copy,  but  never  your  original.  It 
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is  so  reassuring  to  walk  into  a  meeting  or  appointment 
knowing  that  you  are  as  prepared  as  possible. 
Professionals  love  it  when  parents  have  Information  at 
hand.  Instant  access  to  information  helps  to  create  a 
partnering  relationship  from  the  start. 

How  do  I  obtain  copies  of  medical  records? 
Oftentimes,  families  have  assumed  that  they  can 
acquire  their  medical  records  and  hand  carry  them  to 
the  next  installation.  They  are  concerned  about  the 
records  being  lost  or  information  being  incomplete. 
Since  the  records  belong  to  the  military,  families  do  not 
have  the  right  to  take  them  from  the  facility.  However, 
they  do  have  the  right  to  obtain  a  complete  copy  of  the 
record.  To  obtain  a  copy  of  a  military  medical  record, 
the  sponsor  or  family  member  needs  to  go  to  the 
Correspondence  Section  of  the  Military  Treatment 
Facility  (MTF)  and  file  a  request  for  copies.  If  the 
request  is  because  of  a  Permanent  Change  of  Station 
(PCS)  or  due  to  Estimated  Time  of  Separation  (ETS),  the 
sponsor  needs  to  take  a  copy  of  those  orders  to  obtain 
a  free  copy  of  any  family  member’s  records,  including 
those  of  a  child  with  special  needs.  It  is  also  Important 
to  have  a  valid  power  of  attorney  if  the  service  member 
themselves  is  unable  to  make  the  request  for  copies. 
Since  hand  carrying  of  records  is  no  longer  allowed, 
copies  of  PCS  orders  will  help  the  MTF  forward  the 
child’s  records  correctly  to  the  next  duty  station.  When 
filling  out  the  request,  be  sure  to  ask  for  test  results, 
radiology  files,  and  inpatient  and  outpatient  records 
from  each  clinic  where  the  family  member  has  been 
seen.  Most  radiology  films  are  digitized  now,  but  if  the 
child  has  any  traditional  films,  make  sure  to  request 
copies  of  those  as  well.  Remember,  even  though  the 
record  is  about  your  child,  it  belongs  to  the  MTF. 

To  obtain  copies  of  medical  records  from  civilian 
providers  and  institutions,  check  with  each  organization’s 
records  department.  Be  sure  to  obtain  a  copy  of  any 
request  form  required.  Proper  documentation,  signed  by 
the  parent,  will  give  new  providers  the  correct  informa¬ 
tion  regarding  where  they  can  request  the  child’s  records 
as  well  as  evidence  of  the  parents’  permission  for  release 
of  those  records.  Again,  it  is  important  to  note  that  the 
record  belongs  to  the  civilian  provider. 

How  do  I  obtain  copies  of  school  records?The 
Individuals  with  Disabilities  Education  Act  (IDEA)  guaran¬ 
tees  our  right  as  parents  or  guardians  to  have  access  to 
our  child’s  educational  records.  Parents  have  a  right  to 
records  that  are  directly  related  to  their  child  and  are 
maintained  by  an  educational  agency  or  institution  or  by 
a  party  acting  for  the  agency  or  Institution.  It  is  recom¬ 
mended  that  a  written  request  for  a  copy  of  the  child’s 


records  be  addressed  to  the  special  education  director  of 
the  current  or  past  school  district.  In  this  letter,  be  sure  to 
request  “any  and  all  records  in  any  form  and  in  all  loca¬ 
tions.”  This  phrasing  makes  it  clear  that  it  is  expected  that 
the  parent  will  receive  copies  of  any  type  of  record  the 
child  may  have:  discipline  folders,  psychological  reports, 
health  files,  grade  reports,  any  records  in  a  cumulative 
file,  tape  recordings,  microfilm,  computer  files/disks,  and 
videotapes.  If  the  information  stored  concerns  the  child 
and  is  kept  by  an  educational  agency,  it  qualifies  as  an 
educational  record.  This  includes  information  forwarded 
from  any  medical  facilities.  The  Health  Insurance 
Portability  and  Accountability  Act  of  1996  (HIPAA) 
requirements  do  not  apply  to  school  districts.  Only  the 
Family  Educational  Rights  and  Privacy  Act  of  1974 
(FERPA)  requirements  apply. 

FERPA  protects  parents’  rights  to  access  records,  pro¬ 
tects  the  privacy  of  those  records,  and  is  applicable  to 
both  civilian  and  Department  of  Defense  Education 
Activity  (DoDEA)  schools.  When  a  parent  requests  to 
see  or  obtain  copies  of  records,  the  school  district  has 
45  days  to  provide  access.  It  is  important  to  note  that  if 
a  meeting  regarding  the  lEP  or  a  hearing  related  to  the 
Identification,  evaluation,  or  placement  of  the  child  is 
scheduled,  the  school  district  is  required  to  provide 
access  to  those  records  before  the  meeting.  The  school 
district  is  allowed  to  charge  a  reasonable  fee  for  mak¬ 
ing  the  copies,  but  is  not  allowed  to  charge  for  the  staff 
time  it  takes  to  make  the  copies.  Additionally,  a  fee  can¬ 
not  be  charged  if  it  would  “effectively  prevent”  the  par¬ 
ent  from  accessing  the  records.  Parents  have  the  right 
to  see  the  records  and  to  take  notes  from  them  even  if 
the  school  refuses  to  make  copies.  If  a  parent  or  eligi¬ 
ble  student  is  not  able  to  effectively  review  the  records, 
the  school  “shall  provide  them  with  a  copy  of  the 
requested  records  or  make  other  arrangements  for 
them  to  review  or  Inspect  the  records,”  Should  a  parent 
feel  they  have  been  denied  access  to  or  correction  of  a 
child’s  records,  or  if  a  release  of  information  without 
parental  consent  occurred,  a  written  complaint  can  be 
sent  to: 

Family  Educational  Rights  and 
Privacy  Act  (FERPA)  Office 
U.S.  Department  of  Education 
400  Maryland  Avenue  SW 
Washington,  D.C.  20202 

Or,  if  the  child  is  in  a  DoD  school: 

Department  of  Defense  Education  Activity  (DoDEA) 
4040  North  Fairfax  Drive 
Arlington,  VA  22203-1635 
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when  should  a  review  of  records  occur?  Every 
family  needs  to  consider  what  works  best  for  them. 
However,  it  is  recommended  that  families  review 
records  at  least  annually,  and  it  is  suggested  that  they 
be  reviewed  prior  to  any  and  all  meetings,  when  con- 
sidering  requesting  a  hearing  or  mediation,  or  when 
preparing  to  PCS/ETS.  Each  review  is  a  great  opportu¬ 
nity  to  update  the  child’s  home  file  with  the  most  cur¬ 
rent  information.  Parents  and  students  can  review  all 
information  directly  related  to  the  student.  However, 
schools  can  refuse  parental  access  to  “personal  notes.” 
Personal  notes  are  defined  as  notes  that  a  school  offi¬ 
cial  makes  for  his  or  her  own  use  and  are  not  shared 
with  anyone  else.  While  viewing  the  records,  the  par¬ 
ents  are  not  allowed  to  change  or  remove  anything 
from  the  record.  To  note  portions  of  the  record  they 
have  reviewed,  they  are  allowed  to  make  a  small  mark 
in  the  corner  of  the  pages  of  the  record. 

What  is  annual  notice  with  regard  to  records? 
At  the  beginning  of  each  year,  school  districts  are 
required  to  provide  families  with  notice  regarding  what 
information  is  considered  directory  information,  and 
under  what  circumstances  a  district  can  release 
records  without  parental  consent.  The  annual  notice 
also  informs  parents  or  eligible  students  (those  who 
have  reached  the  age  of  18  or  age  of  majority)  of  the 
right  to  inspect  records,  the  procedures  for  requesting 
amendments,  and  policies  with  regard  to  disclosure  of 
the  contents  of  records  to  school  officials.  The  notice 
of,  and  consent  to,  the  release  of  directory  Information 
is  frequently  given  within  the  student  handbook. 
Directory  information  includes  student  name,  student 
home  address,  course  of  study,  and  awards  and  honors. 
Directory  information  does  not  include  student 
records  of  discipline,  grades,  special  education  servic¬ 
es,  or  medical  information.  FERPA  requires  that  stu¬ 
dents  who  are  disabled,  and  parents,  must  be  effec¬ 
tively  notified  of  the  annual  notice. 

What  if  there  is  an  error  in  the  records?  While 
reviewing  records,  families  may  find  information  they 
believe  to  be  inaccurate,  misleading,  or  that  denies 
them  the  right  to  privacy.  If  such  a  situation  arises,  a 
request  for  the  correction  of  that  information  in  the 
child’s  record  should  be  made.  The  request  should  be 
in  writing  and  should  be  addressed  to  the  special  edu¬ 
cation  director  or  supervisor  of  the  district.  If  the 
request  to  correct  the  record  is  refused,  parents  have 
the  right  to  request  a  hearing.  If  the  results  of  the  hear¬ 
ing  do  not  resolve  the  issue,  parents  may  place  a  writ¬ 
ten  statement  in  the  record.  If  the  record  is  forwarded 
or  shared  with  any  other  agency  or  person,  this  written 


statement  must  be  attached  to  the  record  in  question. 

Who  has  outside  access  to  records?  Families 
are  assured  privacy  of  their  child’s  record.  However, 
at  times  there  are  limited  exceptions  to  this  rule. 
Schools  are  allowed  to  release  directory  information 
without  specific  parental  consent  if  annual  notice 
has  been  provided,  and  the  parent  has  not  specifical¬ 
ly  denied  that  release  in  writing.  Schools  can  also 
release  records  to  police  or  juvenile  authorities  if 
there  is  any  legal  action  being  considered  against  the 
child.  This  release  is  to  ensure  that  the  child’s  dis¬ 
ability  is  considered  as  a  factor  in  the  determination 
of  any  actions  taken.  The  school  district  must  main¬ 
tain  records  of  requests  for  access  to  and  disclosure 
of  personally  identifiable  information  from  educa¬ 
tional  records. 

Can  school  records  he  destroyed?  Families  may 
not  be  aware  that  districts  have  a  requirement  to  main¬ 
tain  educational  records  for  a  period  of  time,  after 
which  they  can  destroy  the  records.  Schools  cannot 
destroy  records  after  a  request  for  access  has  been 
made.  But  remember  that  destruction  of  records  can 
occur  during  “normal  course  of  business.”  The  school 
district  must  attempt  to  notify  parents  and  eligible  stu¬ 
dents  of  the  planned  destruction  of  records  and  allow 
them  the  opportunity  to  obtain  those  records  instead 
of  having  them  destroyed.  If  families  do  not  respond  to 
the  “reasonable”  attempt  to  notify  them,  then  the 
records  can  and  will  be  destroyed  by  the  district. 

For  more  Information  on  home  files  and  records,  go 
to  the  STOMP  Web  site  at  stompproject.org,  click  on 
the  Publications  link,  and  scroll  down  to  the  Home 
File/Records  link.  Click  on  this  link  for  a  Home  Files  S. 
Records  packet. 

There  is  additional  help  and  advice  for  home  files 
and  records  through  Military  HOMEFRONT,  Military 
OneSource,  SCOR,  State  Parent  Training  and 
Information  Centers  (PTIs),  STOMP,  TMA,  TRICARE, 
and  local  and  national  disability  organizations.  Look 
around  in  that  pile  of  papers  that  seems  to  constantly 
grow,  and  make  a  start  on  your  child’s  and  other  fami¬ 
ly  members’  home  files. 

Visit  these  valuable  Web  sites: 

Military  HOMEFRONT  - 

www.mllltaryhomefront.dod.mil 
Military  OneSource  -  www.militaryonesource.com 
SCOR  -  www.tricare.mil/specialneeds 
State  PTIs  -  www.taalliance.org 
STOMP  -  www.stompproject.org 
TRICARE  -  www.tricare.osd.mil  • 
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Universal  Design 

Making  Education  Accessibie 
to  Aii  Students 

By  Heather  M.  Hebdon 


The  term  universal  design  has  been 

used  in  the  field  of  construction  and  building  for 
many  years.  It  has  only  recently  been  applied  in  the 
educational  arena,  where  by  definition  it  is  “the 
design  of  products  and  environments  to  be  usable  by 
all  people,  to  the  greatest  extent  possible,  without  the 
need  for  adaptation  or  specialized  design.”  Universal 
design  is  considered  a  “best  practice.” 

So  how  does  universal  design  work  best  for  the  edu- 
cation  of  students  with  disabilities?  Consider  for  a 
moment  a  classroom  setting  where  all  students  are  par- 
ticlpating  in  a  lesson  and  discussion  on  geography. 
Would  a  student  with  sensory  or  cognitive  disabilities 
be  at  a  disadvantage?  In  many  classrooms,  yes. 
However,  when  universal  design  is  Incorporated  into 
the  curriculum,  the  teacher  begins  to  try  additional  ere- 
atlve  ways  to  bring  the  information  to  life  for  students. 
He  or  she  might  use  assistive  technology  to  help  devel¬ 
op  a  three-dimensional  picture  of  the  terrain  being 
studied.  The  Instructor  might  use  recorded  text  or  have 
a  student  read  parts  of  the  text  and  then  discuss  how 
the  content  applies  to  the  lesson.  When  universal 
design  is  applied,  it  opens  the  opportunity  for  all  stu¬ 
dents  to  gain  Information.  It  is  not  always  easy,  but  it 
can,  and  should,  be  done. 

Some  Department  of  Defense  schools  as  well  as 
numerous  Department  of  Education  schools  on  mili¬ 
tary  installations  include  enhancement  of  geography, 
reading,  and  math  lessons.  Some  states  that  have 
effectively  incorporated  universal  design  into  their 
curriculum  include  Colorado,  North  Carolina,  and 
parts  of  Texas. 

A  program  funded  by  the  United  States  Department 
of  Education  has  developed  a  Web-based  clearing¬ 
house  on  universal  design,  emphasizing  that  for  uni¬ 
versal  design  to  be  effective,  certain  principles  need  to 
be  followed.  These  principles  have  been  correlated  to 
the  word  “design”  itself: 


D  DEMOGRAPHICS  -  Ensure  that  it  accommodates 
many  individuals’  abilities  and  characteristics. 

E  ECONOMY  -  Make  it  available  and  affordable. 

S  Senses  -  Allow  the  user  to  access  Information 
through  several  senses  (e.g.  sight,  sound,  touch). 

I  INTUITIVE  -  Make  it  easy  to  understand. 

G  GENERATIONAL  -  Design  it  to  serve  people  of  all  ages. 
N  NAVIGATION  -  Design  it  to  reduce  physical  and  intel¬ 
lectual  barriers. 

Universal  design  is  an  important  component  in  developing 
strategies  and  techniques  for  identifying  and  circumventing 
barriers  in  existing  curriculum  materials  and  delivery  meth¬ 
ods,  according  to  Kathy  Powers  of  the  Maine  Consumer 
Information  and  Technology  Training  Exchange  (Maine 
CITE),  a  project  of  the  Maine  Department  of  Education. 

“Using  technology  to  increase  the  accessibility  of  the 
curriculum  itself  shifts  the  responsibility  for  change 
from  the  individual  to  the  learning  environment,” 
states  Powers.  “The  ultimate  goal  of  these  efforts  is  the 
creation  of  accessible,  inclusionary  classrooms.  If  we 
are  going  to  include  all  students  in  standards-based 
reform,  an  understanding  of  universal  design  concepts 
must  be  part  of  this  professional  development,” 

While  technology  is  not  a  requirement  of  universal 
design,  it  makes  the  creation  and  use  of  universally 
designed  curriculum  much  faster  and  easier.  It  also  allows 
teachers  to  adapt  curriculum  more  easily  to  meet  a  wide 
range  of  student  needs.  Over  the  past  few  years,  there  has 
been  a  concerted  effort  in  special  education  to  promote 
curricular  materials  with  built-in  adaptations  that  are  flex¬ 
ible  and  customizable,  particularly  in  digital  media. 

Curricular  design  should  Incorporate  certain  prereq¬ 
uisites  of  learning: 

•  Information  must  be  accessible. 

•  Support  must  be  available  for  the  development  of  skills. 

•  The  learner  must  perceive  the  learning  to  be  important. 

These  prerequisites  should  be  built  into  the  curriculum  by: 

•  Providing  multiple  representations  of  the  informa¬ 
tion  being  presented. 

•  Providing  multiple  or  modifiable  means  of  expres¬ 
sion  and  control. 

•  Providing  multiple  or  modifiable  means  of  motivat¬ 
ing  and  engaging  students. 

Universal  design  has  the  potential  to  change  the  learn¬ 
ing  experience  for  students  with  disabilities,  helping 
them  to  more  creatively  Interact  with  teachers  and  other 
students  and  to  better  achieve  their  educational  goals. 

To  learn  more  about  universal  design  in  education, 
visit  the  following  websites: 

www.cec.sped.org,  www.ed.gov, www.mainecite.org, 
www.malne.gov/education/speced  • 
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Preparing  for  the  Community 
College  Experience  as  a 
Studem  with  a  Disahility 


CommunHy  colleges  ofler  a  variety  of 

programs  of  study.  Program  options  include  comple¬ 
tion  of  the  Associate  of  Arts  and  Associate  of  Science 
degrees.  Acquisition  of  these  degrees  includes  comple¬ 
tion  of  the  first  two  years  toward  a  bachelor’s  degree 
for  professions  such  as  education,  pre-law,  business, 
biology,  etc.  In  addition,  other  programs  of  study 
include  training  options  through  the  Associate  of 
Applied  Science  and  Certificate  programs.  These  pro¬ 
gram  options  typically  Include  “hands-on”  Instruction, 
with  the  majority  of  coursework  designed  to  provide 
the  student  with  applicable  skills  to  enter  the  work¬ 
force.  They  were  designed  to  address  the  needs  of 
employers  by  developing  a  workforce  to  meet  employ¬ 
ment  vacancy  demands.  Through  the  community  col¬ 
lege,  the  workforce  training  program  options  provide 
an  opportunity  to  pursue  affordable  career  training.  In 
addition,  students  pursuing  certificate  programs  will 
find  that  the  majority  require  fewer  courses  than  the 
associate’s  degree  to  complete  program  requirements. 

Some  of  the  best  educational  support  services  for 
students  with  disabilities  can  be  experienced  through 
the  community  college.  The  goal  of  academic  support 
is  to  assist  students  in  working  around  their  disability 
by  teaching  them  compensatory  skills  and  assigning 
instructional  accommodations  to  level  the  academic 
playing  field.  This  provides  the  student  with  the 
opportunity  to  learn  the  material  and  to  express  their 
knowledge  without  interference  from  the  disability. 
The  process  of  receiving  educational  support  services 
begins  with  a  student  “self-  identifying”  himself  or 
herself  to  educational  support  staff  as  an  individual 
with  a  disability. 

The  level  of  educational  support  received  is  based  on 


the  severity  of  the  disability  and  the  student’s  ability  to 
benefit  from  the  prescribed  accommodations. 
Therefore,  those  with  the  most  severe  disabilities  do 
not  necessarily  receive  the  most  accommodations.  The 
determination  of  support  begins  by  reviewing  docu¬ 
mentation  describing  the  diagnosis  and  disability,  as 
well  as  information  provided  through  clinical  interview 
with  education  support  staff.  It  is  important  that  docu¬ 
mentation  of  disability  be  as  recent  as  possible.  Each 
college  sets  its  own  guidelines  regarding  the  timeframe 
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in  which  docun^entation  will  be  considered  acceptable. 
A  general  rule  of  thumb  is  five  years  for  learning  dis- 
abilities,  two  years  for  Attention  Deficit  Hyperactivity 
Disorder  (ADHD),  and  one  year  or  less  for  any  type  of 
mental  Illness  or  medical  condition.  The  documenta¬ 
tion  should  Include:  current  diagnosis,  current  func¬ 
tional  impact  on  learning,  and  recommended  accom¬ 
modations.  Acceptable  forms  of  documentation 
include  but  are  not  limited  to: 

•  Special  education  testing  from  your  school  district 

•  Test  results  from  a  psychologist,  neurologist,  or  psy¬ 
chiatrist 

•  A  letter  from  a  physician  qualified  to  make  the  diag¬ 
nosis 

•  Test  results  from  any  branch  of  the  military 

It  is  imperative  that  each  student  consult  with 
educational  support  staff  on  their  respective  cam¬ 
pus  to  determine  what  forms  of  documentation  are 
acceptable. 

Admissions  Process 

One  of  the  first  opportunities  to  receive  assistance  is 
during  the  admissions  process.  Admission  into  the 
community  college  system  is  simple  and  easy.  Most 
community  college  admissions  are  based  on  an  open 
enrollment  system,  indicating  that  admission  is 
based  solely  on  completion  of  a  high  school  diploma 
or  a  GED.  There  is  no  other  eligibility  requirement 


The  goal  of  academic  support  is 
to  assist  students  in  working 
around  their  disahility  hy 
teaching  them  compensatory 
skills  and  assigning  instructional 
accommodations  to  level  the 
academic  playing  field.  This 
provides  the  student  with  the 
opportunity  to  learn  the  material 
and  to  express  their  knowledge 
without  interference  from  the 
disahility. 

such  as  minimum  ACT  or  SAT  scores,  class  rank,  an 
essay  describing  future  career  goals,  admissions 
Interview,  or  documentation  of  community  volunteer 
activities,  all  of  which  are  typically  required  as  part 
of  the  admissions  process  at  four-year  colleges  and 
universities.  The  admissions  process  usually  consists 
of  completion  of  pertinent  contact  Information  (e.g. 
address,  phone  number.  Social  Security  number,  etc.) 
and  a  student  data  form  indicating  course  of  study. 
Despite  the  ease  of  the  admissions  process,  it  is  strong¬ 
ly  recommended  that  students  with  a  disability  contact 
the  educational  support  office  in  order  to  improve 
understanding  of  program  offerings  before  selecting  a 
major  course  of  study. 

Placement  Test 

Once  the  admission  application  is  completed,  the  next 
step  in  the  process  is  completion  of  a  placement  test. 
The  placement  test  is  not  a  pass/fail  test  and  does  not 
determine  eligibility  to  attend  college;  remember  the 
“open  enrollment”  concept  described  earlier.  The  pur¬ 
pose  of  the  placement  test  is  to  determine  appropriate 
skill  level  within  the  areas  of  reading,  writing,  and 
mathematics.  The  results  are  used  by  academic  advi¬ 
sors  during  course  registration.  Because  the  outcome 
determines  course  placement,  it  is  in  each  student’s 
best  Interest  to  perform  his  or  her  best  on  the  assess¬ 
ment.  For  students  with  disabilities,  this  usually  trans- 
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lates  into  utilizing  eligible  accommodations  in  order  to 
perform  their  best.  As  with  all  prescribed  accommoda¬ 
tions,  they  will  be  based  on  the  student’s  disability  and 
level  of  need.  Placement  test  accommodations  may 
include  but  are  not  limited  to  extended  test  time;  test¬ 
ing  in  a  quiet,  non-distracting  location;  use  of  a  reader; 
use  of  alternative  forms  of  the  placement  test.  The 
results  of  the  placement  test  are  usually  provided  to 
the  student  immediately. 

Course  Registration 

Following  the  placement  test,  the  next  step  in  the  reg¬ 
istration  process  is  for  the  student  to  see  an  academic 
advisor  for  course  registration.  The  student  with  dis¬ 
abilities  should  seek  advisement  through  the  educa¬ 
tional  support  office.  Academic  counseling  is  available 
to  students  without  disabilities  through  the  general 
counseling  office.  Although  a  student  with  a  disability 
is  not  prohibited  from  seeking  advisement  through  the 
general  counseling  office,  there  is  no  guarantee  the 
advisor  will  be  knowledgeable  about  disabilities  and  be 
able  to  offer  the  best  advice. 

During  the  course  registration  process,  the  disabili¬ 
ties  specialist  will  discuss  the  student’s  placement 
test  results  and  recommend  course  selection. 
Students  with  disabilities  should  consider  pursuing  a 
part-time  course  load,  especially  for  their  first  couple 
of  semesters.  This  will  allow  them  to  adjust  to  the 
course  requirements  without  jeopardizing  their  grade 
point  average. 

In  some  cases,  students  will  prefer  to  be  classified  as 
full-time  in  order  to  continue  to  be  eligible  to  receive 
health  insurance  coverage  through  their  parents’  poli¬ 
cy.  Part-time  students  should  Inquire  with  the  educa¬ 
tional  support  staff  to  determine  if  they  qualify  to  be 
considered  a  “full-time”  student  at  less  than  a  full-time 
course  load.  If  approved,  these  arrangements  would  be 
carried  out  through  the  Registrar’s  Office. 

Other  Items  to  Remember 

Other  important  topics  of  discussion  during  the  regis¬ 
tration  process  include;  the  student’s  academic 
strengths  and  weaknesses;  how  the  disability  fits  into 
the  picture;  the  best  time  of  day  for  classes  (e.g.;  tak¬ 
ing  courses  that  begin  at  8;00  a.m,  versus  late  morn¬ 
ing);  and  the  number  of  days  per  week  the  class  will 
meet  (i.e,  a  course  that  meets  more  frequently  during 
the  week  means  less  new  material  to  be  covered  in 
each  session). 


Instructional  Accommodations 

Once  courses  have  been  selected,  the  final  process  is  to 
develop  instructional  accommodations.  These  accom¬ 
modations  will  be  based  on  the  student’s  disability, 
level  of  need,  and  the  student’s  ability  to  benefit  from 
the  accommodations.  Accommodations  may  include; 

•  Books  on  tape 

•  Note-taking  assistance 

•  Use  of  calculator 

•  Use  of  a  “fact”  sheet 

•  Extended  test  time 

•  Testing  in  a  quiet,  non-distracting  location 

•  A  reader  for  exams 

The  student’s  input  will  usually  be  included  in  the 
development  of  the  accommodations.  It  is  important 
for  the  student  to  disclose  to  educational  support  staff 
what  has  worked  in  the  past  and  what  has  not.  Each 
accommodation  prescribed  should  be  explained  to  the 
student  so  that  they  have  an  understanding  of  how  the 
accommodation  will  be  carried  out.  This  not  only  facil¬ 
itates  student  follow-through,  it  also  empowers  the  stu¬ 
dent  to  provide  an  explanation  to  faculty,  if  necessary. 
The  method  used  to  inform  faculty  about  each  stu¬ 
dent’s  accommodations  varies  by  campus.  In  some 
cases,  the  students  are  asked  to  hand  carry  the  accom¬ 
modations  form  to  each  of  their  instructors  and  discuss 
their  needs.  In  other  cases,  the  Information  is  forward¬ 
ed  from  the  educational  support  office  to  each  instruc¬ 
tor  via  campus  mail.  Students  should  inquire  about  the 
method  of  choice  on  their  respective  campus. 

As  an  individual  with  a  disability  you  can  prepare  for 
the  college  experience  by; 

•  Registering  for  classes  early.  Do  not  wait  until  the  last 
minute. 

•  Seeking  out  assistance  from  educational  support  staff. 

•  Understanding  your  particular  disability  and  learn¬ 
ing  style(s). 

•  Knowing  your  academic  strengths  &  weaknesses. 

•  Being  prepared  to  discuss  your  needs  with  faculty 
and  educational  support  staff. 

A  community  college  can  provide  just  the  right 
springboard  a  student  with  disabilities  needs  to  enter 
the  workforce  or  to  prepare  themselves  for  additional 
schooling.  Knowledge  and  use  of  available  accommo¬ 
dations  can  ease  the  academic  experience  and 
enhance  opportunities  for  success.  • 


Larry  Rodriguez  is  a  counselor  and  instructor  at  Palo  Alto  College  in  San 
Antonio,  Texas. 
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Coping  with  Depioyment  for  tho 
Chiid  with  Speciai  Needs  and 
the  Endre  Famiiy 

By  Heather  M.  Hebdon 


wnn  the  conflicts 

in  Iraq  and  Afghanistan  and 
the  increased  deployment  of 
service  members  into  harm’s 
way,  it  is  important  to  consid¬ 
er  the  impact  on  the  family 
left  behind.  It  can  be  difficult 
for  any  military  family,  but 
when  a  parent  deploys,  spe¬ 
cial  consideration  needs  to  be 
given  to  provide  essential 
support  for  the  family  of  a 
child  with  a  disability  or  spe¬ 
cial  needs.  Families  have 
found  a  number  of  effective 
strategies  that  can  decrease 
the  level  of  anxiety  and 
increase  the  level  of  normalcy 
during  deployments.  This  will 
provide  the  parent  who 
remains  at  home  with  some 
stability  and  comfort  in 
knowing  that  their  child  can 
cope  with  the  situation. 

Teach  your  children  the 
geography  of  where  the 
deploying  parent  is  being  sta¬ 
tioned.  You  can  use  pictures, 
create  a  mobile,  or  provide 
Information  in  very  general 
terms  (i.e,,  indicating  that 
there  is  water,  mountains, 
sand,  etc.)  so  that  your  child 
has  an  idea  of  what  the  place 
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looks  like  where  Mom  or 
Dad  is  going.  This  alleviates 
the  fear  that  they  are  some¬ 
where  that  is  non-existent  to 
the  child.  This  can  be 
accomplished  by  a  simple 
craft  that  the  whole  family 
can  do  before  the  parent 
leaves.  A  flat  map  of  the 
world,  glue,  marker,  pictures 
of  the  equipment  used  by 
the  parent  in  the  service,  as 
well  as  pictures  of  an  air¬ 
plane,  other  family  members 
who  live  in  different  parts  of 
the  country  or  world  and  the 
deploying  parent,  will  help 
to  make  a  big  picture  of 
where  Mom  or  Dad  is  in  rela¬ 
tionship  to  their  home, 
grandparents’  homes,  etc.  Glue  the  pictures  on  the 
appropriate  locations  on  the  map.  Be  sure  to  include  a 
picture  of  your  home.  If  you  can  get  pictures  from  your 
relatives  of  their  homes  to  go  with  their  picture.  Include 
them.  When  your  spouse  gets  to  the  new  location,  have 
them  send  a  picture  back,  with  the  background  of  the 
new  location.  With  computer  technology,  this  can  hap¬ 
pen  shortly  after  the  parent  arrives.  This  will  allow 
your  child  to  realize  that  Mom  or  Dad  isn’t  still  in  the 
air  flying,  or  off  somewhere  in  the  field,  but  is  actually 
located  at  the  new  place  you  identified  on  your  map. 
Join  the  location  of  home  to  the  location  of  the  deploy¬ 
ment  with  a  dotted  line.  Do  the  same  with  the  other 
pictures.  This  will  help  with  conversations  about  Mom 
or  Dad’s  location  and  why  the  deployed  parent  is  not 
coming  home  at  night.  They  can  see  there  is  some  dis¬ 
tance  between  your  home  and  other  family  members’ 
homes  as  well  as  where  the  parent  is  located. 

It  is  important  to  help  your  child  understand  the 
length  of  time  that  your  spouse  will  be  gone.  If  your 
child  does  not  understand  when  the  parent  is  coming 
home,  he  or  she  could  come  to  the  conclusion  that  the 
parent  is  not  coming  home  at  all.  Visual  ways  of  help¬ 
ing  him  or  her  understand  time  and  space  can  include 
using  construction  paper  and  developing  a  chain  (one 
link  for  each  day  until  the  parent  comes  home).  At  the 
end  of  each  day,  tear  off  one  of  the  links  of  the  chain. 
If  you  learn  your  spouse’s  deployment  is  going  to  be 
extended,  just  add  links  to  the  end  of  the  chain.  You 
can  discuss  why  these  are  being  added.  Your  child  can 
help  add  them.  One  parent  devised  a  dally  calendar  to 


help  her  child.  She  writes, 
“We  purchased  a  cork  bul¬ 
letin  board,  divided  it  into 
seven  sections,  and  with 
acrylic  paints,  painted  each 
section  a  different  color.  We 
assigned  each  section  a  day 
of  the  week.  We  pinned  pic¬ 
tures  of  dally  activities  to 
each  section.  Then  we 
made  a  construction  paper 
chain  which  we  color  coor¬ 
dinated  with  the  bulletin 
board.  The  chain  represents 
the  days  that  the  parent  will 
be  gone  on  deployment,  so 
the  chain  needs  to  be  the 
length  of  the  deployment. 
We  attached  the  chain  in 
swags  going  around  the 
room.  It  was  quite  Impressive  and  a  tremendous  help. 
It  gave  our  child  a  visual  on  the  length  of  time  Dad 
would  be  gone.  Even  children,  like  my  special  needs 
son  who  does  not  have  a  concept  of  yesterday,  today  or 
tomorrow,  can  be  able  to  understand  how  long  their 
parent  is  going  to  be  gone.” 

Other  parents  use  their  refrigerators,  have  a  memory 
wall  with  pictures  of  birthdays,  holidays  and  special 
events,  or  devise  clocks  to  help  provide  a  visual  of  the 
time  between  when  Dad  or  Mom  leaves  and  when  they 
will  be  returning.  The  more  you  can  do  to  provide  a 
picture  of  when,  where,  and  for  how  long  the  parent 
will  be  away,  the  more  it  will  help  your  child  with  spe¬ 
cial  needs.  This  can  work  even  for  a  child  that  does  not 
know  the  concept  of  a  week  or  a  month  and  exactly 
when  the  family  will  be  together  again. 

Even  with  the  most  well-planned  system  in  place, 
you  may  face  difficulties.  Your  child  will  have  some 
emotional  reactions  to  his  or  her  parent  being  gone. 
The  way  you  react  to  situations  will  help  guide  your 
child  through  their  own  emotional  responses.  Experts 
say  that  there  is  at  least  a  four-week  adjustment  period 
when  the  deploying  parent  leaves  and  when  they 
return.  Both  sides  of  the  deployment  can  be  stressful. 
Preparation  for  the  departure  as  well  as  the  return  of 
the  parent  can  help  to  alleviate  these  difficulties.  When 
you  are  taking  care  of  yourself  and  fulfilling  the  needs 
of  your  children,  you  may  find  you  have  not  only  the 
respect  and  control  of  your  children,  but  they  also  dis¬ 
play  a  greater  sense  of  relief  that  things  are  really  okay, 
even  with  the  other  parent  gone.  Be  consistent,  stable. 


It  is  especially  critical  to 
remember  that,  as  the  parent 
remaining  behind,  you  have  to 
take  care  of  yourself.  Your 
children  are  more  likely  to  adapt 
to  the  dynamic  changes  in  the 
family  when  you  are  both 
physically  and  mentally  healthy. 
One  way  to  maintain  health  is  to 
establish  a  routine  of  exercise. 
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and  spend  special  time  with  each  child. 
Remember,  when  the  family  environment  is 
stable,  then  you  can  concentrate  on  other  mat¬ 
ters  such  as  helping  each  other  with  the  emo¬ 
tional  hardship  of  missing  a  spouse  or  parent. 

Another  aspect  to  consider  in  helping  your 
child  through  deployment  is  how  to  keep  the 
deployed  parent  a  part  of  the  daily  things  you 
do.  You  can  help  your  child  feel  closer  to  the 
missing  parent  by  making  a  video  of  the  par¬ 
ent.  Consider  making  multiple  copies  of  it  so 
that  if  they  play  the  video  over  and  over  again, 
it  won’t  wear  out  before  Mom  or  Dad  comes 
home.  Have  your  spouse  read  one  of  your 
child’s  favorite  books  into  a  tape  recorder.  This 
way,  you  can  sit  with  your  child,  turn  on  the  tape,  and 
hear  the  story  read  by  the  missing  parent. 
Additionally,  in  many  of  the  deployment  locations, 
there  is  the  capability  of  doing  a  live  link  via  the 
Internet.  These  can  be  scheduled  so  that  you  and  your 
child  can  talk  to  Mom  or  Dad  and  see  her  or  him  over 
the  computer.  There  are  also  systems  at  many  of  the 
family  service  centers  that  can  provide  this  support. 

Creating  a  picture  book  of  the  deploying  parent  or 
providing  your  child  with  one  of  Mom  or  Dad’s  work 
shirts  or  outfits  to  sleep  with  may  also  help.  They 
could  wear  it  or  wrap  a  stuffed  toy  in  it.  This  gives 
them  a  sense  of  Mom  or  Dad  being  right  there  with 
them.  And  don’t  forget  to  Include  your  spouse  in  deci¬ 
sions  about  your  child.  Many  schools  are  now  setting 
up  Individualized  Education  Programs  (lEP)  meetings 
with  a  conference  call  capacity  to  the  parent  who  is 
deployed  so  that  he  or  she  can  give  input  into  the  lEP 
for  their  child.  Share  pictures  and  videotaped  assem¬ 
blies,  recreational  activities,  and  daily  activities.  Have 
your  child  send  kisses  through  the  mail  or  over  the 
Internet.  These  can  be  a  specific  symbol  or  picture 
that  you  scan  or  mail  to  the  other  parent.  This  helps 
your  child  know  that  Dad  or  Mom  knows  they  care. 

It  is  especially  critical  to  remember  that,  as  the  par¬ 
ent  remaining  behind,  you  have  to  take  care  of  your¬ 
self.  Your  children  are  more  likely  to  adapt  to  the 
dynamic  changes  in  the  family  when  you  are  both 
physically  and  mentally  healthy.  One  way  to  maintain 
health  is  to  establish  a  routine  of  exercise.  This  means 
getting  out  of  the  house  and  doing  something  like 
walking,  swimming,  going  to  the  gym,  or  working  in 
your  yard  or  garden.  Regular  exercise  as  well  as  eat¬ 
ing  healthily  will  keep  you  on  top  of  things  more  eas¬ 
ily.  When  your  health  is  poor,  you  are  more  suscepti¬ 
ble  to  infections,  colds,  and  viruses.  Staying  healthy 


makes  it  easier  to  deal  with  the  expanded  demands 
on  your  day  and  on  your  emotions.  Take  time  to  do 
things  without  the  children.  This  may  be  a  challenge, 
particularly  trying  to  find  someone  to  stay  with  your 
child  with  special  needs,  but  it  is  essential  for  both 
you  and  your  child  to  have  those  breaks.  Go  out  to 
lunch  while  he  or  she  is  in  school,  go  to  the  library  or 
a  movie,  or  even  window  shopping.  Finding  time  for 
yourself  will  help  you  keep  a  better  perspective  on 
what  is  happening.  Make  use  of  all  available  state 
services.  Contact  your  local  departments  and  offices 
that  provide  services  for  developmental  disabilities 
and  mental  health  needs.  See  if  you  can  get  respite 
care  or  a  Medicaid  waiver  to  help  with  your  child.  Use 
any  hours  you  are  provided.  Find  a  care  provider  you 
can  trust  before  the  deployment,  so  you  are  not 
searching  for  someone  when  you  are  more  stressed. 
This  will  enable  you  to  discuss  ideas,  become  confi¬ 
dent  in  the  way  the  provider  works,  and  build  a  rela¬ 
tionship  with  your  care  provider  before  your  spouse 
is  absent.  Try  to  get  on  the  support  agencies’  calling 
lists,  ask  to  receive  their  newsletters,  and  attend  their 
social  events.  If  there  is  not  a  system  at  your  installa¬ 
tion,  perhaps  you  could  start  one.  Find  emotional 
support  to  cope  with  tough  times. 

We  know  we  may  all  face  some  form  of  deployment 
or  separation  while  our  family  is  in  the  military. 
Making  the  deployment  easier  will  help  both  you  and 
your  child  with  special  needs.  If  you  find  yourself  hav¬ 
ing  difficulties,  be  sure  to  talk  with  someone.  There  are 
always  those  who  can  help.  Use  your  resources  and 
take  care  of  yourself.  If  you  take  care  of  yourself,  keep 
informed,  and  involve  your  children  in  the  separation 
process,  the  deployment  will  not  be  devastating  for 
you  or  your  child,  but  an  experience  that  will  create 
new  skills  for  your  child  and  new  insights  for  you.  • 
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Establishing  a  Support  Group 
for  Military  Familios  with 
Spocial  Noods 

By  Isabel  Hodge 


I  remember  anending  my  first 

civilian  support  group  meeting  as  a  parent  of  a  toddler 
who  had  just  been  diagnosed  with  autism.  My  Marine 
Corps  spouse  was  stationed  at  Camp  Lejeune,  North 
Carolina.  In  those  days,  autism  was  only  known  by  the 
majority  of  the  population  as  that  unique  and  rare  dis¬ 
ability  that  the  actor  Dustin  Hoffman  had  portrayed  as 
character  Raymond  Babbitt,  an  autistic  savant,  in  the 
movie  Rain  Man. 

1  left  the  support  group  that  night  crying  because  1 
felt  so  alone  and  confused.  The  other  parents  in  the 
group  had  older  children.  They  were  discussing  transi¬ 
tion  issues,  guardianship  and  special  needs  trusts, 
when  all  I  wanted  was  family  survival  strategies,  I  had 
lots  of  questions,  such  as:  How  can  I  accept  the  diag¬ 
nosis  and  cope  with  feelings  of  denial?  How  can  1  stop 
my  son  from  injuring  himself  and  screaming?  When 
will  I  get  some  sleep? 

A  few  months  later,  my  husband,  Bruce,  received 
Permanent  Change  of  Station  (PCS)  orders  to  Parris 
Island  near  Beaufort,  South  Carolina.  We  previously 
had  been  stationed  on  Parris  Island  as  Marines.  We 
were  familiar  with  the  local  area,  but  we  knew  nothing 
about  special  education  services.  We  chose  to  live  on 
the  installation  because  there  was  a  Department  of 
Defense  school. 

Our  family  immediately  established  an  excellent 
relationship  with  the  special  education  teachers  and 
director  as  well  as  with  the  Marine  Corps  Air  Station 
Beaufort  Exceptional  Family  Member  Program  (EFMP) 
Coordinator.  We  worked  together  to  create  the  Laurel 
Bay  Support  Group  for  Parents  with  Special  Needs 
Children.  Our  support  group  met  monthly  for  five 
years.  Families  benefited  from  free  childcare,  guest 
speakers  every  other  month,  and  family  fun  events. 

My  husband  and  I  never  considered  ourselves 


experts.  The  support  group  was  a  journey  that  we 
embarked  on  with  other  parents.  All  of  us  were  search¬ 
ing  for  survival  strategies,  a  few  helpful  resources,  and 
the  trust  and  companionship  of  others  who  could 
relate  to  our  life  as  parents  of  a  child  with  a  disability 
and  a  military  family  living  a  mobile  lifestyle. 
Occasionally,  we  addressed  systemic  Issues,  but  that 
was  not  the  primary  reason  for  meeting  or  our  mis¬ 
sion.  Throughout  the  years,  we  learned  a  few  things 
about  establishing  and  maintaining  a  support  group, 
which  we  would  like  to  share  with  you.  Here  are  some 
tips  to  help  you  establish  your  own  support  group  for 
military  families  with  special  needs. 

Identify  the  Need 

“Identify  the  need”  simply  means  finding  out  if  there 
are  enough  Interested  families  in  your  military  com¬ 
munity  who  want  to  meet.  Here  are  just  a  few 
resources  in  your  local  community  you  can  contact  to 
identify  the  need: 

Each  military  Service’s  EFMP  point  of  contact:  The 
Army  and  Marine  Corps  installation  EFMP  Managers 
and  Coordinators  are  located  at  your  local  family  serv¬ 
ice  center  and  can  provide  you  with  the  approximate 
number  of  families  enrolled  in  the  program  at  your 
location.  Visit  the  MilitaryHOMEFRONT  Troops  & 
Families  Special  Needs  section  http://www.mllitary- 
homefront  , dod.mil/efm  to  learn  more  about  each  of 
the  Services’  EFMPs. 

•  Your  local  community  Early  Intervention  Program:  If 
there  is  a  Department  of  Defense  school  on  your  instal¬ 
lation,  you  can  reach  out  to  the  Educational  and 
Developmental  Intervention  Services  (EDIS)  program 
located  at  your  local  Military  Treatment  Facility,  which 
provides  early  intervention, 

•  Child  Development  Center(s) 
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•  Special  Education  Teachers  or  Directors 

•  School  Liaison  Office 

•  Military  Treatment  Facilities’  Pediatrics  Departments 

•  New  Parent  Support  Program 

You  can  use  the  Department  of  Defense 
MllitaryINSTALLATlONS  directory  http://  www.mili- 
taryinstallations.dod.mil/  to  locate  points  of  contact  for 
the  programs  listed  above. 

Logistics 

To  establish  a  support  group,  you  should  decide  where 
to  meet,  list  necessary  equipment  and  supplies,  organ¬ 
ize  contact  information,  coordinate  childcare  options 
for  families,  and  make  arrangements  for  refreshments. 

Support  Group  Location  -  Collaborate  with  the 
organizations  listed  above  and  ask  if  they  have  a  room 
and  tables  and  chairs  you  can  use  (at  no  cost!)  for 
monthly  meetings.  If  finding  a  location  is  problematic, 
contact  your  local  Command  and  ask  if  you  can  use  the 
family  service  center  or  another  space  on  the  installa¬ 
tion  to  meet.  Using  your  home  should  be  your  last 
option;  however,  some  groups  do  work  well  when  par¬ 
ents  agree  to  have  the  meetings  in  their  homes  during 
designated  months. 

•  Equipment  and  Supplies  -  You  will  need  some 
basic  administrative  supplies,  such  as  notebooks  to 
keep  track  of  your  group  contacts,  organization  con¬ 
tacts,  and  discussion  topics.  You  should  document 
systemic  issues  as  well  as  expenses  you  incur  and 
donations  you  receive.  Some  guest  speakers  may  ask 
if  you  have  a  laptop  computer  and  a  projector  and 
screen  they  can  use  for  their  presentations.  It  is  okay 
to  ask  guest  speakers  to  bring  handouts  instead,  or 
you  can  coordinate  with  your  local  family  service 
center  or  other  organization  to  get  the  audiovisual 
equipment  for  your  group  meeting, 

•  Contact  Information  -  Save  time  and  money  by 
asking  new  members  to  the  group  to  provide  you  with 
their  email  address  so  that  you  can  contact  them  to 
notify  them  about  group  meeting  dates  and  special 
events,  instead  of  calling  each  member  on  the  phone. 

•  Childcare  -  Proving  childcare  during  meetings  is 
central  to  the  success  of  your  support  group,  especial¬ 
ly  if  the  family’s  service  member  is  deployed  or  has 
other  duties.  The  Child  Development  Center  (CDC)  may 
provide  care  if  the  minimum  number  of  children 
attending  is  met.  Get  in  touch  with  your  local  Chaplain, 
Officer  Wives  Club,  Enlisted  Wives  Club,  or  other 
groups  because  they  may  have  philanthropy  funds  to 
help  pay  for  childcare  expenses  for  families  who  may 
not  be  able  to  afford  the  hourly  rates.  Remind  families 


that  if  they  have  respite  care  services  they  can  use 
some  of  their  respite  care  hours  to  attend  support 
group  meetings.  If  CDC  providers  are  not  available,  con¬ 
sider  a  childcare  co-op  for  group  meetings;  instead  of 
one  monthly  meeting,  consider  having  two  and  divid¬ 
ing  childcare  responsibilities  among  the  parents. 

Refreshments  -  An  excellent  way  to  get  parents  to 
commit  to  attending  a  meeting  is  by  asking  them  to 
bring  refreshments  such  as  soda,  cookies,  or  a  cake.  Be 
aware  that  providing  drinks  and  snacks  can  become 
expensive  as  your  group  grows,  so  asking  other  parents 
to  contribute  is  advisable  but  certainly  not  a  group 
necessity. 

MarKeting 

Marketing  can  be  challenging  without  funds  and  sup¬ 
port  from  local  organizations.  I  was  fortunate  to  have  a 
close  friend  who  was  a  graphic  designer  for  a  local 
printer.  She  donated  her  time  to  design  a  logo  for  our 
group  and  print  flyers.  Now,  with  computer  software 
and  a  little  skill,  you  can  easily  design  your  own  flyers 
and  print  them  from  the  comfort  of  your  own  home. 

Sharing  marketing  responsibilities  with  the  other 
parents  in  the  group  is  Important  because  they  may  be 
aware  of  funding  sources  and  have  valuable  distribu¬ 
tion  ideas.  Also,  reach  out  to  the  organizations  listed 
and  ask  if  they  would  be  willing  to  photocopy  your  fly¬ 
ers  or  brochures.  Place  them  in  strategic  locations 
where  families  with  special  needs  can  easily  see  them. 
One  of  the  best  places  to  put  a  flyer  is  in  a  doctor’s 
office  or  waiting  area.  We  also  found  that  more  families 
attended  meetings  when  the  school  placed  flyers  into 
each  child’s  backpack  and  the  EFMP  sent  the  flyer  as 
an  attachment  via  email  to  the  Commands  and 
enrolled  families. 

Funding  Support 

Our  group  received  funding  support  from  the  local 
Officer  Wives  Club.  We  used  those  funds  to  purchase 
refreshments  for  family  events  and  pay  for  lifeguard(s) 
when  we  had  pool  parties.  If  you  have  established  a 
group  in  partnership  with  any  Department  of  Defense 
program,  they  cannot  donate  or  solicit  funds  from 
other  organizations  for  your  group.  Speak  to  your 
Installation  Public  Affairs  Officer  (PAO)  before  you  plan 
any  fundraising  events  on  the  installation  for  your  sup¬ 
port  group. 

Community  Outreach 

Partnering  with  civilian  organizations  for  special  events 
has  many  benefits,  including  enhancing  your  event 


www.eparent.com/EP  MAGAZINE  •  June  2007  87 


Support  Groups 


attendance.  I  do  recommend  that  you  ask  families  and 
service  providers  to  register  to  attend  an  event  you  are 
hosting  when  a  speaker  has  to  travel  from  outside  of 
your  local  area  to  speak  at  your  event,  so  that  you  have 
an  estimate  of  the  number  of  attendees.  There  is  noth- 
ing  more  embarrassing  than  asking  a  guest  speaker  to 
come  to  speak  to  your  group  when  no  one  attends.  Of 
course,  low  attendance  due  to  an  unforeseeable  event 
such  as  severe  weather  is  understandable. 

You  can  also  gather  a  lot  of  valuable  resources  for 
your  group  by  reaching  out  to  community  disability 
organizations.  Speaking  to  them  helps  expand  their 
awareness  about  the  military  special  needs  community. 

New  Parents 

Always  remember  to  spend  additional  time  speaking 
with  parents  who  have  just  received  a  new  diagnosis 
and  are  looking  for  support.  The  following  resources 
will  help: 

The  Department  of  Defense  Special  Needs  Parent 
Tool  Kit  is  an  excellent  resource  for  new  families. 
You  can  download  a  copy  onto  a  CD  to  give  to  fami¬ 
lies  or  direct  them  to  the  Department  of  Defense 
MilitaryHOMEFRONT  Web  site,  where  they  can 
access  the  Tool  Kit  at  http://www.mllitaryhome 
front.dod.mil/efm  (Select  ToolBox). 

•  Develop  and  distribute  an  information  package  with 
valuable  local  resources  for  new  families  joining 
your  group.  Local  organizations  are  always  willing  to 
provide  their  program  brochures  and  other  informa¬ 
tion  to  be  given  out  in  packages  for  new  families.  Be 
sure  to  update  your  information  package  regularly. 

•  Refer  families  to  military  and  community  programs 
that  can  help  them  support  their  family  member 
with  special  needs. 

•  Refer  families  to  reliable  and  official  sources  of  informa¬ 
tion  online,  such  as  the  Army  Web  site, 
http;//www,myarmylifetoo.com/,  a  valuable  source  of 
official  Army  Information  for  families  with  special  needs. 

Establishing  Ground  Rules  for  Meetings 

Every  group  needs  ground  rules.  Here  are  a  few  ground 
rules  that  helped  us  keep  our  group  a  place  where  fam¬ 
ilies  could  find  support: 

•  Confidentiality  is  important.  Group  discussions 
should  be  respected  and  kept  within  the  group. 

•  Avoid  making  judgments  or  expressing  opinions 
about  methods  or  treatments.  It  is  acceptable  to  bring 
information  to  the  group,  but  do  not  expect  group 
members  to  agree  with  you. 

•  Every  group  member  should  have  the  opportunity  to 


share  information  or  express  feelings.  You  would  not 
want  to  be  interrupted,  so  do  not  interrupt  others. 

End  meetings  at  a  reasonable  time. 

•  Systemic  issues  that  are  identified  within  the  group 
should  be  well  documented  and  agreed  upon  as  a 
group  before  presenting  them  to  the  responsible 
authority,  such  as  a  school  board. 

Group  Goals 

As  your  group  begins  to  meet  on  a  regular  basis,  you 
may  want  to  periodically  address  the  purpose  of  the 
group.  Ask  group  members  if  they  are  ready  to  tackle 
issues  families  have  on  the  installation  or  other  con¬ 
cerns.  There  are  some  military  installation  family 
service  centers  that  have  committees  that  meet 
monthly  or  quarterly  to  address  military  family  qual- 
ity-of-life  concerns.  Ask  your  family  center  director 
or  EFMP  Manager  or  Coordinator  for  general  commit¬ 
tee  meeting  details  and  tell  them  you  would  be  inter¬ 
ested  in  speaking  to  the  committee(s)  about  your  sup¬ 
port  group. 

Today,  families  have  the  Internet  to  connect  with 
other  families  with  special  needs.  Specialized  Training 
of  Military  Parents  (STOMP)  http://www.stomppro- 
ject.org/  has  an  excellent  online  listserv  that  has  been 
a  valuable  resource  for  families  for  several  years. 
MilitaryHOMEFRONT  has  a  Special  Needs  electronic 
bulletin  board  style  forum  and  installation  forums 
http://www.mllitaryhomefront.dod.mil/forum  for  mili¬ 
tary  families  with  special  needs  to  communicate  with 
each  other.  However,  there  is  no  online  group  or  list¬ 
serv  that  1  have  found  that  can  replace  the  personal 
touch  of  a  local  military  support  group  for  families 
with  special  needs. 

My  family  has  transitioned  from  the  new  family 
that  was  searching  for  survival  strategies  to  an 
empowered  and  educated  family  of  advocates  now 
searching  for  transition  and  employment  resources. 
Our  needs  have  certainly  changed,  but  1  would  not  be 
surprised  if  you  came  across  us  at  your  local  support 
group  as  we  search  for  a  place  to  connect  with  mili¬ 
tary  parents  with  special  needs  teenagers  and  adults 
with  special  needs.  • 

Isabel  Hodge  is  a  Marine  Corps  veteran  and  has  been  living  the  Marine 
Corps  military  lifestyle  as  a  military  spouse  for  19  years.  In  addition  to 
being  a  parent  and  highly  effective  advocate,  Isabel  has  worked  as  an 
installation-level  EFMP  Coordinator  and  at  Marine  Corps  Headquarters  as 
an  EFMP  Support  Coordinator  for  four  years.  Today,  Isabel  works  as  a  con¬ 
tent  analyst  for  the  Department  of  Defense  Military  Community  and 
Family  Policy  Program  Support  Group. 
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We  are  the  Jehnson  family;  parents 

Andy,  37,  and  Cindy,  38,  and  daughters,  Amanda,  16, 
Shelbie,  12,  and  Alexis,  5,  Andy  and  I  are  both  in  the 
United  States  Air  Force  (USAF).  Over  the  last  19  years, 
we  have  served  in  various  assignments  around  the 
United  States  and  overseas,  including  deployments  and 
Temporary  Duty  Assignments  (TDYs)  for  mission  sup¬ 
port  and  training.  1  would  like  to  share  with  you  how  the 
USAF  helped  our  military  family  continue  our  careers 
and  care  for  our  three  daughters  at  the  same  time, 
including  our  youngest,  Alexis,  with  special  needs. 

My  first  duty  assignment  was  at  RAF  Alconbury, 
United  Kingdom  (RAF  stands  for  the  Royal  Air  Force,  the 
air  force  branch  of  the  British  Armed  Forces),  where  1 
spent  two  exciting  years  traveling.  My  next  assignment 
was  at  Hurlburt  Field,  Florida,  where  1  experienced  a 
desert  deployment  and  entered  the  wonderful  world  of 
motherhood.  Amanda  was  born  on  April  10,  1991. 

The  next  three  years  were  spent  at  Sheppard  Air 
Force  Base  (AFB),  Texas,  where  Shelbie  was  born  on 
September  7,  1994.  The  next  assignment  was  at 
Tyndall  AFB,  Florida  for  18  months.  The  most  excit¬ 
ing  tour  was  one  that  Andy  and  1  were  able  to  share 
at  MacDill  AFB,  Florida  where  Andy  and  1  became 
Paratroopers  with  the  Joint  Communications 
Support  Element.  We  thoroughly  enjoyed  our  assign¬ 
ment,  jumping  out  of  planes  with  the  airborne  unit 
and  even  got  to  make  two  jumps  together.  In  our 
minds,  we  were  ready  for  anything  the  world 


brought  our  way.  Little  did  we  know  what  was  ahead 
of  us  and  the  new  challenges  we  would  face  during 
our  next  tour  of  duty. 

In  1999,  while  1  was  assigned  to  the  Defense  Supply 
Center  Philadelphia  (DSCP)  and  Andy  was  stationed  an 
hour  away  in  New  Jersey  at  McGuire  AFB,  we  found  out  I 
was  pregnant.  We  were  thrilled.  At  the  time,  Andy  had 
orders  to  Korea  for  a  one-year  tour,  and  1  had  orders  to 
Germany  for  a  three-year  tour.  Our  plan  was  that  shortly 
after  our  baby  was  born,  the  girls  and  I  would  move  to 
Germany,  and  Andy  would  join  us  following  his  tour  in 
Korea.  We  were  excited  about  spending  time  in  Germany 
with  our  new  baby  and  our  two  older  daughters!  Because 
Andy  and  1  had  been  stationed  in  Europe  when  we  were 
younger,  we  were  looking  forward  to  traveling  and  sharing 
the  experiences  with  our  daughters.  1  prayed  all  the  time 
that  our  family  would  be  blessed  with  good  health  and 
safety  until  we  were  together  again  in  Germany. 

Alexis  Marie  Johnson,  our  third  baby  girl,  was  born 
on  April  25,  2002. 1  started  to  become  concerned  when 
she  was  three-  to  four-months-old,  because  she  still 
was  not  lifting  her  head  or  moving  around.  She  was  like 
a  noodle.  1  grew  more  concerned  when  she  reached  six 
months  and  still  was  not  able  to  do  these  things.  By  her 
six-month  well-baby  appointment,  the  doctor  became 
worried  and  referred  us  to  a  specialist.  The  appoint¬ 
ments  with  specialists  have  not  stopped  since. 
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I  struggled  through  those  first  three  months  of  doC' 
tor  visits;  1  was  scared  1  was  going  to  lose  my  baby  girl. 
1  saw  so  many  sick  children  at  every  appointment,  1 
became  terrified  every  time  the  phone  rang,  thinking  it 
was  a  doctor  with  bad  news.  My  girlfriends  accompa- 
nied  me  for  support  to  all  of  Alexis’s  appointments,  1 
never  knew  what  type  of  news  1  would  receive. 

On  January  29,  2003,  my  birthday,  1  met  with  a 
geneticist  at  Children’s  Hospital  of  Philadelphia  (CHOP) 
and  was  given  Alexis’s  diagnosis  of  IsoDicentric 
15-idic(15)  (a  chromosome  abnormality  in  which  a 
child  Is  born  with  extra  genetic  material  from  chromo- 
some  15).  After  the  geneticist  patiently  explained  the 
diagnosis  and  symptoms,  my  only  reaction  as  1  handed 
my  daughter  over  to  my  girlfriend  was  to  hug  the  doc- 
tor  and  tell  her  “Thank  you.”  1  was  hugging  her  because 
she  had  told  me  that  what  Alexis  had  was  not  terminal. 

1  think  the  hardest  part  of  the  situation  for  me  was 
that  my  husband  was  gone,  and  I  had  no  family  around. 
Yet  1  am  grateful  for  the  support  given  to  me  back  then 
by  my  older  daughters  and  girlfriends.  We  were  enter- 
Ing  a  whole  new  world,  the  world  of  special  needs. 

We  learned  that  people  with  chromosome  15q  dupli¬ 
cations  are  frequently  affected  by  developmental  dis¬ 
abilities.  (See  sidebar  on  facing  page.) 

The  Air  Rarce  (AF)  had  always  impressed  me  with  how 
they  helped  individuals  and  families  whenever  possible. 
With  my  personal  experience,  1  can  verify  the  AF  went  out 
of  their  way  to  care  for  our  family,  with  no  hindrance  to  its 
mission.  When  Alexis  was  diagnosed,  the  AF  sent  Andy 
home  at  his  six-month  mark  in  Korea.  With  her  diagnosis,  1 
was  scared  and  confused.  1  wanted  to  stay  home  with  her 
every  day,  1  was  ready  to  separate  from  the  military.  We 
reached  a  point  where  we  felt  alone;  we  could  not  think 
beyond  ourselves  and  what  we  needed  to  do  from  that  day 
forward  for  our  family.  Our  supervisors,  who  were  wonder¬ 
ful  Airmen,  fathers,  and  mentors,  spent  lengthy  time  with  us, 
discussing  our  situation  and  possibilities.  They  assisted  us  in 
laying  out  options  for  our  continued  AF  careers  while  caring 
for  our  daughter  with  special  needs.  These  men  melted  my 
heart  with  their  understanding  and  sympathy  for  our  situa¬ 
tion.  They  agreed  to  help  us  as  much  as  possible  in  hopes  of 
ensuring  we  completed  our  tours  and  were  able  to  honor¬ 
ably  retire  with  20  years  of  service. 

Our  assignment  to  Germany  was  immediately  can¬ 
celed  upon  Alexis’s  diagnosis,  because  no  one  really 
knew  what  we  faced  and  what  type  of  medical  facilities 
she  would  need,  Andy  was  given  a  Permanent  Change 
of  Station  (PCS)  assignment  to  return  to  McGuire  AFB. 
He  worked  nights  for  a  year  while  he  kept  Alexis  home 
during  the  day,  allowing  her  to  stay  healthy  and  attend 


her  weekly  occupational  therapy  (OT),  physical  thera¬ 
py  (PT),  and  speech  therapy  appointments.  The  New 
Jersey  Early  Intervention  Program  was  fabulous  in 
offering  Alexis  professional,  caring  experts  who  came 
into  our  home  to  provide  her  with  the  therapy  she 
needed.  Fortunately,  1  was  able  to  attend  her  hospital 
appointments  and  most  of  her  therapy  sessions.  We 
kept  this  schedule  until  her  second  birthday. 

The  AF  allowed  me  to  PCS  from  DSCP  to  McGuire  AFB 
with  my  husband  until  a  training  position  with  limited 
deployments  and  TDYs  opened  at  Fort  Dix,  New  Jersey, 
located  next  to  McGuire  AFB,  The  Air  Force  generously 
moved  me  to  fill  the  two-year  controlled  tour.  After  my  two 
years  at  Fort  Dix,  1  was  promoted  out  of  the  position  but 
was  blessed  to  return  to  McGuire  AFB  as  Director  of 
Education,  Noncommissioned  Officer  Academy.  1  have 
served  in  this  position  over  the  last  year  and  will  remain  in 
it  until  my  retirement  this  summer.  Andy  moved  from 
McGuire  AEB  to  the  United  States  Air  Force  Expeditionary 
Center  at  Fort  Dix  in  a  controlled  tour/training  slot  where 
he  will  also  remain  until  his  retirement  this  summer. 
Thankfully,  many  individuals  with  impact  on  our  careers 
agreed  this  location  met  the  medical  and  school  facili¬ 
ties/program  needs  for  Alexis’s  challenges,  and  they  gave 
us  the  opportunity  to  remain  here  to  meet  our  family 
needs.  It  has  been  difficult  for  us  to  change  jobs  so  often, 
but  it  has  been  well  worth  it  for  the  stability  and  support 
we  have  received.  Our  tours  of  duty  continue  to  let  us  give 
back  to  the  AF  as  it  continues  to  give  to  us. 

We  always  felt  that  we  were  in  a  perfect  place  for 
Alexis;  New  Jersey  has  a  lot  of  support  for  people  with 
special  needs.  We  are  seen  regularly  at  CHOP  and  year¬ 
ly  at  Bethesda  Naval  Hospital.  We  think  the  world  of 
our  physicians.  Alexis  attends  Burlington  County 
Special  Services  School  District  (BCSSSD),  a  special 
needs  school  for  children  ages  3  through  21.  She  is  in 
a  full-day,  year-round  preschool  class  for  children  with 
disabilities.  Her  teachers,  Ms.  Clark,  Ms.  Pat,  and  Ms. 
Donna,  are  some  of  the  most  amazing  people  we  have 
met.  1  pray  that  all  children  with  special  needs  are 
cared  for,  motivated,  and  challenged  the  way  Alexis  is 
by  her  teachers  and  her  classmates. 

Alexis  receives  PT,  OT,  and  speech  therapies  two  times 
each  week  and  attends  aqua  therapy  once  per  week.  She 
takes  the  school  bus  to  and  from  school  every  day  and 
loves  the  ride.  Her  bus  driver,  Mr.  George,  is  a  pleasure  to 
see  every  morning,  and  he  provides  us  comfort  in  putting 
her  on  the  bus  each  day.  Alexis  also  attends  the  McGuire 
AFB  Child  Development  Center  (CDC)  for  two  hours  after 
school  each  day.  The  ladies  in  her  room.  Sue,  Tina, 
Vielka,  Arden,  Brandi,  and  Midallla  are  outstanding  and 
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What  is  Isodicentric  Chromosome  15? 

Isodicentric  chromosome  15  is  the  scientific  name  for  a 
specific  type  of  chromosome  abnormality.  Individuals 
with  isodicentric  chromosome  15,  or  "idic(15),"  have 
47  chromosomes  instead  of  the  typical  46 
chromosomes.  Occasionally,  a  person  may  have  two 
extra  idic(15)  pieces  (48  chromosomes)  or  three  extra 
idic(1 5)  pieces  (49  chromosomes)  in  all  or  some  of  their 
cells.  When  the  extra  genetic  material  comes  from  the 
paternal  chromosome,  a  child  may  have  normal 
development.  However,  when  the  duplicated  material 
comes  from  the  maternal  chromosome,  developmental 
problems  are  often  the  result.  Most  commonly,  the 
region  called  15q11-q13  is  the  portion  of  chromosome 
15  duplicated.  Individuals  with  idic(15)  usually  have  a 
total  of  four  copies  of  this  chromosome  15  region, 
instead  of  the  typical  two  copies  (one  copy  each  on  the 
maternal  and  paternal  chromosomes  and  two  copies 
on  the  idic(15)). 

Some  children  and  adults  with  idic(15)  are  said  to 
have  mosaicism,  meaning  that  their  extra  15th 
chromosome  is  present  in  some,  but  not  all,  of  their 
body  cells.  Mosaicism  occurs  by  chance  in  this  and 
many  other  chromosomal  disorders. 

What  is  interstitial  duplication  chromosome  15? 
People  born  without  an  extra  chromosome  but  who 
have  a  segment  of  duplicated  material  within 
chromosome  15  are  said  to  have  an  interstitial 
duplication  chromosome  15  (int  dup(15)).  Most  often 
this  is  the  same  section  (1 5q1 1  -1 3)  that  makes  up  the 
extra  chromosome  in  idic(15).  For  this  reason,  people 
with  interstitial  duplications  of  15q  and  those  with 
idic(15)  share  similar  characteristics.  For  both 
conditions,  there  is  a  wide  range  of  severity  from  one 
person  to  the  next;  as  a  group  however,  people  with 
interstitial  duplication  15  tend  to  have  milder 
symptoms  than  those  with  idic(1 5). 

How  often  do  duplications  of 
chromosome  15  occur? 

Researchers  think  that  approximately  1  in  8,000 
babies  are  born  with  an  extra  chromosome  that  came 
from  chromosome  15.  The  most  common  type  of 
marker  chromosome  15  is  very  small  and  does  not 
cause  any  problems.  We  don't  know  the  frequency  of 
the  larger  ones  that  cause  the  symptoms  seen  in 
idic(15)  and  int  dup(15),  but  one  researcher  estimates 
they  occur  in  about  1  in  1 5,000  -  20,000  births. 

Generally,  people  with  idic(15)  do  not  have  family 
members  with  the  chromosome  abnormality.  The 
idic(15)  usually  forms  by  chance  in  one  person  in  the 
family.  Children  with  idic(1 5)  are  born  to  parents  of  every 
socioeconomic,  racial,  and  ethnic  background.  There  is 
no  known  link  between  idic(15)  and  environmental  or 
lifestyle  factors.  In  other  words,  there  is  nothing  that 
parents  did  before  or  during  pregnancy  to  cause  their 
child  to  be  born  with  idic(15). 

How  are  duplications  of 
Chromosome  15  diagnesed? 

The  diagnosis  of  idic(15)  is  made  through  a  blood  test 
called  a  chromosome  study,  with  FISH  (Fluorescence  In 
Situ  Hybridization)  confirming  the  diagnosis  by 
distinguishing  idic(15)  from  other  supernumerary  marker 
chromosomes.  Interstitial  duplications  of  chromosome 
15  can  be  more  difficult  to  detect  on  routine 
chromosome  analysis  but  are  clearly  identifiable  using  a 


15q  FISH  study.  Families  should  always  discuss  the 
results  of  chromosome  and  FISH  studies  with  a  genetic 
counselor  or  other  genetics  professional  to  ensure 
accurate  interpretation.  Additionally,  studies  on  all 
family  members  can  be  done  and  questions  regarding 
recurrence  can  be  explored  with  the  genetic  counselor 
or  other  genetics  professional. 

What  problems  are  caused  hy  duplications  of 
Chromosome  15? 

Since  chromosomes  carry  genes  that  determine  how 
our  bodies  grow  and  develop,  having  extra 
chromosomal  material  can  alter  a  person's  physical 
and  mental  development.  Unlike  many  other 
chromosomal  syndromes,  there  are  few  characteristic 
physical  findings  associated  with  idic(15)  and  int 
dup(15).  There  is  also  a  wide  range  of  severity,  so 
that  two  children  with  the  same  chromosome  pattern 
may  be  very  different  in  terms  of  their  abilities.  In 
general,  the  following  features  are  found  in  most 
people  with  idic(15)  and  int  dup(15),  to  varying 
degrees: 

•  Poor  muscle  tone  (hypotonia),  particularly  in  babies, 
with  delayed  milestones  (although  the  vast 
majority  will  walk  independently) 

•  Cognitive  disabilities/learning  disabilities 

•  Autism  spectrum  disorders 

•  Seizure  disorders 

•  Speech/Language  delay 

•  Sensory  processing  disorders 

•  Attention  Deficit  Disorders  (ADD/ADHD) 

•  Anxiety  disorders 

•  Small  size  forage 

•  Minor  unusual  physical  features,  including  wide¬ 
spaced  eyes  with  skin  folds  at  the  inner  corners 
(epicanthal  folds);  noticeable  unfolding  of  the  edge  of 
the  ears;  short,  upturned  nose  with  a  low  or  flattened 
nasal  bridge;  and  full  lips 

As  with  any  chromosomal  syndrome,  there  can  be 
differences  in  the  way  children's  hearts,  kidneys,  or 
other  body  organs  are  formed.  Parents  should  check 
with  their  genetics  specialist  for  specific 
recommendations  regarding  medial  evaluations. 

At  the  present  time,  there  is  no  specific  treatment 
that  can  undo  the  genetic  pattern  seen  in  people  with 
idic(15)  or  int  dup(15).  Although  the  fundamental 
genetic  differences  cannot  be  reversed,  children  and 
adults  have  been  known  to  benefit  from  some  of  the 
following; 

•  Early  intervention  (speech,  physical,  occupational, 
and  sensory  integration  therapies) 

•  Ongoing  special  education 

•  Total  communication  systems  (a  combination  of 
speech,  sign,  gestures,  and  picture  exchange) 

•  Behavioral  strategies 

•  Sensory  integration  strategies 

•  Medical  management  of  symptoms 

•  Vocational  training 

Isodicentric  Chromosome  15  and  Autism 

For  more  than  twelve  years,  scientists  have  noticed 
that  some  individuals  with  autism  also  have  idic(15). 
In  fact,  idic(15)  is  the  most  frequently  identified 
chromosome  problem  in  individuals  with  autism.  (A 
chromosome  anomaly  involves  extra  or  missing 
chromosomal  material,  not  changes  within  the  genes, 
such  as  Fragile  X  syndrome).  There  are  now  over  20 


reports  in  the  literature  of  individuals  with  both 
autism  and  idic(15).  The  frequency  of  these  reports 
suggests  that  the  co-occurrence  of  autism  and 
idic(15)  is  not  by  chance.  There  may  be  a  gene  or 
genes  in  the  15q11-q13  region  that  is/are  related  to 
the  development  of  autism  in  some  individuals. 

Genetic  research  studies  of  individuals  without 
chromosome  anomalies  also  support  this  idea  that  an 
autism-related  gene  may  be  present  in  15q11-q13. 
Specifically,  research  studies  found  that  certain  DNA 
markers  from  the  15q11-q13  region  were  found  more 
often  in  individuals  with  autism  than  in  individuals 
without  autism.  Although  these  DNA  markers  are  too 
small  to  be  genes,  they  suggest  that  researchers  may 
be  getting  close  to  finding  an  autism  gene  in  this 
region.  Researchers  are  currently  focusing  on  genes 
in  this  region  called  the  GABA  receptor  genes,  known 
as  GABRB3,  GABRA5,  and  GABRG3.  They  are  good 
candidates  for  being  related  to  autism,  not  just 
because  of  their  location,  but  also  because  of  their 
function.  The  GABA  genes  make  proteins  that  carry 
messages  between  nerve  cells.  Several  studies  have 
found  associations  between  GABRB3  and  autism 
(Buxbaum  et  al.,  2002;  Shao  et  al.,  2003;  Cook  et  ah, 
1 998),  but  further  study  is  needed. 

Isodicentric  Chromosome  15  and  Seizures 
Seizures  represent  an  important  medical  feature  of 
idic(15)  syndrome.  Over  half  of  people  with  idic(15)  will 
have  at  least  one  seizure.  The  vast  majority  of  those 
will  experience  their  first  seizure  before  age  five. 

In  a  survey  of  90  parents  of  children  with  idic(15), 
the  following  preliminary  picture  of  the  relationship 
of  idic(1 5)  to  seizures  emerged; 

54  percent  of  the  group  surveyed  had  experienced 
at  least  one  seizure.  Age  of  onset  of  the  first  seizure 
ranged  from  birth  through  eighteen  years,  with  a 
mean  age  of  2.8  years. 

55  percent  of  those  with  seizures  had  onset  by 
one  year  of  age,  with  82  percent  having  onset  prior  to 
age  five. 

Parents  reported  multiple  seizure  types  in  their 
children,  including  generalized  tonic  clonic  (18 
percent),  absence  (12  percent),  and  myoclonic 
seizures  (11  percent).  Sixteen  percent  of  the  group, 
accounting  for  29  percent  of  those  with  seizures,  had 
a  history  of  infantile  spasms.  Many  children 
experienced  more  than  one  seizure  type,  and  several 
had  severe,  intractable  epilepsy. 

When  surveyed  about  the  impact  of  the  child's 
seizures  on  his/her  quality  of  life  and  functioning,  51 
percent  of  parents  reported  a  minor  impact,  16  percent  a 
moderate  impact,  and  33  percent  a  major  impact. 

Abnormal  GABA  receptor  gene  expression  is  a 
likely  contributor  to  seizures  in  people  with  idic(15). 
Additional  studies  are  needed  to  further  characterize 
seizures  in  idic(15)  and  to  study  the  effectiveness  of 
medications  which  influence  the  brain's  GABA 
receptor  system. 

Information  on  Isodicentric  15  is  courtesy  of  IDEAS 
(Isodicentric  15  Exchange,  Advocacy  &  Support),  a  nonprofit 
corporation  and  support  group  with  over  three  hundred 
families  from  around  the  world  affiliated  with  its  efforts. 
IDEAS  is  an  entirely  volunteer-run  organization  supported  by 
grants,  donations,  and  many  hours  of  volunteer  effort.  For 
more  information,  visit  http://www.idic15.org. 


take  very  good  care  of  her.  Sue  has  spent  time  at  BCSSSD 
educating  herself  to  work  with  children  with  special 
needs  while  teaching  and  informing  others  at  the  CDC  to 
enable  them  to  give  the  best  care  to  our  children.  The 


CDC  is  a  five-minute  walk  from  my  office,  and  I  visit  reg¬ 
ularly.  /Uexis  loves  her  classroom,  and  1  trust  the  ladies  to 
take  loving  care  of  her.  /Uexis  remains  in  the  two-year-old 
room,  where  she  is  loved  and  cared  for  by  her  classmates 
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as  well.  The  ratio  of  caregivers  to 
children  in  her  classroom  was 
changed  to  allow  more  one-on-one 
time  with  her.  Every  day,  Mr.  Willie 
from  the  CDC  meets  Alexis  to  get 
her  off  her  school  bus  and  walk  her 
down  to  her  room.  Although  Alexis 
is  nonverbal,  she  will  let  you  know 
what  she  wants  and  who  she  wants 
to  be  with,  Mr,  Willie  is  the  only  per¬ 
son  she  wants  getting  her  off  the 
bus  each  day.  It’s  so  cute! 

Earlier,  I  mentioned  that  one  hard¬ 
ship  we  faced  was  not  having  the 
extra  support  and  assistance  associated  with  having  family 
around.  Another  hardship  are  the  TDYs  that  take  us  away 
from  home.  Fortunately,  we  have  never  experienced  simul¬ 
taneous  TDY  assignments,  but  even  a  single  TDY  assignment 
creates  an  increased  burden.  Since  Alexis’s  birth,  I  have 
experienced  more  assignments  than  Andy.  A  couple  of 
them  have  been  for  months  in  duration.  I  am  very  proud  of 
my  husband.  He  never  complains  but  instead  presses  for¬ 
ward  and  does  everything  he  can  to  care  for  the  girls.  It’s 
very  difficult,  because  Amanda  and  Shelble  are  very  active 
in  their  school  and  sports  activities.  Amanda  is  president  of 
her  class  and  on  the  honor  roll.  She  participates  in  varsity 
soccer,  lacrosse,  winter  track,  and  cross  country,  and  is  also 
a  member  of  many  committees.  Shelble  takes  modeling/act¬ 
ing  classes;  participates  in  soccer,  basketball,  and  softball; 
and  is  on  the  yearbook  committee.  What  makes  it  more  dif¬ 
ficult  is  that  Alexis  is  becoming  harder  to  take  out  and  about 
so  we  can’t  do  some  activities  with  her.  We  adjust  and  accept 
that  one  of  us  will  remain  home  with  her  when  needed.  We 
still  do  the  majority  of  activities  as  a  family,  but  we  have  to 
plan  more  and  be  cautious  of  the  surroundings.  My  girl¬ 
friends  have  been  super  over  the  years  in  understanding  and 
helping  us  drive  our  older  girls  around  when  my  friends’ 
kids  are  Involved  in  the  same  activities.  Our  friends,  Nina 
and  Kathy,  ensured  Shelble  could  stay  Involved  in  all  her 
school  activities  and  sports. 

Alexis  is  globally  delayed  (with  a  variety  of  develop¬ 
mental  delays,  including  mental,  physical,  and  com¬ 
munication)  to  around  the  twelve-month  level.  She  is 
autistic,  cognitively  delayed,  and  nonverbal;  she  has 
epilepsy,  low  muscle  tone  (which  requires  leg  braces), 
and  episodes  of  shuddering  attacks.  She  is  the  cutest, 
happiest  little  girl  I  think  I  have  ever  been  around.  She 
is  a  gift  from  God.  Our  Christian  faith  has  kept  our  fam¬ 
ily  together  and  helps  us  each  day  to  continue  in  what 
we  pray  is  God’s  will. 

Alexis  attends  the  Special  Olympics  Young  Athletes™ 
program  where  activities  are  led  by  Natalie.  She  takes 
horseback  riding  at  Rein  Dancer  Therapeutic  Riding 


Center  (funded  by  the  Air  Warriors 
Courage  Foundation),  with  Pam  and 
Steffi,  and  she  just  enrolled  with  our 
local  Challenger  Baseball  team, 
coached  by  Mike.  We  consider  our¬ 
selves  blessed  to  have  just  started  1 5 
hours  a  month  of  Applied  Behavior 
Analysis  (ABA)  with  Linda  from  the 
Lovaas  Institute. 

Our  family  is  part  of  the  most 
amazing  support  group— IDEAS 
(Isodicentric  1 5  Exchange,  Advocacy 
&  Support;  http;//www.idlc  15.org/). 
The  parents  of  children  with  idic(15) 
are  a  true  blessing.  They  are  strong,  funny,  and  very  sup¬ 
portive.  Nicole  Cleary,  a  parent  of  a  child  with  idic(15) 
and  the  Executive  Director  of  IDEAS,  as  well  as  my  per¬ 
sonal  hero,  commits  her  time  and  energy  to  bringing  us 
together  and  keeping  us  informed.  IDEAS  holds  interna¬ 
tional  conferences  every  two  years.  Our  family  has 
attended  the  last  two,  and  we  are  looking  forward  to 
attending  the  one  this  June  in  Boston,  Massachusetts. 
While  attending  the  last  two  conferences,  I  found  peace 
and  comfort  in  being  around  so  many  special  children 
and  their  parents  and  siblings.  During  the  three-day 
event,  everyone  is  smiling  and  just  happy  to  be  healthy 
and  together.  Because  of  my  daughter’s  special  needs,  I 
joined  a  community  of  understanding,  loving  friends 
whom  I  feel  blessed  to  have  met.  We  are  united  in  such 
an  incredible  way. 

The  United  States  Air  Force  has  been  amazing  for  our 
family.  My  grandfather.  Colonel  Carl  Peterson,  retired 
from  the  Army;  my  father.  Senior  Master  Sergeant 
(SMSgt)  Ed  Thomas,  retired  from  the  Air  Force;  and 
Andy  and  I  will  retire  this  summer  after  proudly  serv¬ 
ing  for  20  years.  We  are  humbled  to  serve  in  a  great 
military  and  for  a  great  nation.  We  are  very  blessed  to 
receive  the  good  care  we  need  in  order  to  raise  our 
daughter  with  special  needs. 

We  would  like  to  personally  thank  Colonel  Robert  E. 
DeCraphenreid,  Lieutenant  Colonel  Anthony  V. 
DiMarco,  Captain  Douglas  M.  Blough,  Chief  Master  Sgt 
Timothy  Daigle,  Chief  Master  Sgt  William  Rener,  Chief 
Master  Sgt  Edwin  Ayers,  Chief  Master  Sgt  Richard  P. 
Price,  Sr.,  and  Chief  Master  Sgt  Warren  L.  Wofford.  The 
actions  of  these  men  had  a  significant  impact  on  how 
we  have  handled  having  a  child  with  special  needs. 
They  kept  our  family  together  and  helped  us  to  make 
sure  that  we  could  take  care  of  each  other.  • 


Cindy  Johnson  is  a  Senior  Master  Sergeant  (SMSgt)  and  her  husband 
Andy  is  a  Master  Sergeant  (MSgt)  in  the  United  States  Air  Force.  Both 
Cindy  and  Andy  will  retire  this  summer,  each  with  20  years  of  service. 
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Special  Needs  Parent  Teel  Kit 

The  Ultimate  Aid  for  Parents  of  Children  with  Special  Needs 


By  Maria  Caroff 

Finding  onr  way  anywhere  in  iife 

is  easier  when  we  have  the  proper  directions  to  navigate 
there.  This  is  especially  true  when  we  face  out-of-the-ordi- 
nary  situations  where  we  require  extra  energy  and  commit¬ 
ment  to  understand  our  circumstances,  gather  our  resources, 
determine  potential  outcomes,  and  fulfill  our  goals. 

Families  with  a  member  or  members  with  disabilities  or 
special  needs  know  that  parent  handbooks  for  the  typical 
child  can  only  take  them  so  far,  if  they  can  be  used  at  all. 
Where  do  you  turn  then?  The  Internet  has  become  a  lifeline 
for  researching  a  variety  of  symptoms,  diagnoses,  and  avail¬ 
able  interventions.  The  ability  to  connect  with  other  parents 
on  a  similar  journey  can  help  to  lighten  the  load  and  provide 
support  for  a  challenging  undertaking. 

Still,  as  the  Special  Need  Parent  Tool  Kit,  a  publication  of  the 
Department  of  Defense  (DoD),  notes,  “Many  parents  wish 
their  children  came  with  instruction  booklets.  For  parents  of 
a  specially  challenged  child,  this  feeling  may  be  magnified.” 

The  DoD  has  done  a  fine  job  of  creating  its  own  type  of 
instruction  booklet,  with  its  Special  Needs  Parent  Tool  Kit,  by 
providing  vital  information  in  one  place  for  consolidated, 
easy,  and  quick  reference.  This  topnotch  tool  kit  for  military 
families  who  have  a  child  with  disabilities  or  special  needs  is 
a  comprehensive  resource.  Available  as  a  PDF  file,  it  runs  a 
gamut  of  topics  to  help  ease  the  load  and  pave  the  way  for 
parents.  Its  content  also  could  be  used  to  provide  an  overview 
for  healthcare  providers  to  gain  a  better  understanding  of 
families’  challenges  and  available  resources. 

Topics  in  the  tool  kit  include:  1)  the  discovery  that  your 
child  has  a  disability,  2)  the  emotional  impact  of  diagnosis,  3) 
early  interventions,  4)  education  options,  5)  health  benefits, 
6)  families  in  transition,  7)  advocating  for  your  child,  8) 
resources  and  support,  and  9)  records  and  tools. 

The  tool  kit  is  visually  appealing.  It  is  colorful  and  organ¬ 
ized  with  an  attractive  layout  and  polished,  professional  look. 
Organized  into  self-contained  modules,  it  flows  as  a  single 
document  and  handily  cross-references  its  other  modules.  It 
has  a  table  of  contents  and  pertinent  breakout  quotes,  as  well 
as  letter  templates  for  requesting  important  items  such  as:  1) 
a  school  evaluation,  2)  an  independent  educational  evalua¬ 
tion,  and  3)  school  records. 

It  includes  information  about  an  Individualized  Education 
Program  (lEP),  including  how  to  organize  an  lEP  notebook 
and  background  information  on  Section  504  of  the 


Rehabilitation  Act,  which  educates  parents  about  their 
options  beyond  the  parameters  of  the  Individuals  with 
Disabilities  Education  Act  (IDEA). 

Among  many  valuable  insights,  the  Tool  Kit  offers  infor¬ 
mation  to  parents  regarding  what  their  emotional  responses 
might  be  in  learning  that  their  child  has  a  delay  or  disability, 
responses  that  are  similar  to  those  defined  by  Dr.  Elisabeth 
Ktibler-Ross  to  describe  people  dealing  with  impending 
death.  This  does  a  great  service  for  parents  by  informing 
them  that  their  emotional  responses  are  a  natural  process 
and  by  validating  their  feelings  regarding  this  unexpected 
turn  in  their  lives. 

Facing  a  diagnosis  and  shift  in  vision  for  your  child,  a  situ¬ 
ation  for  which  most  parents  are  unprepared,  can  be  not 
only  emotionally  daunting,  but  practically  overwhelming  as 
well.  The  beauty  of  the  Tool  Kit  is  that  at  any  time  from  birth 
to  adulthood,  a  parent  can  turn  to  the  reference  for  guidance 
and  strong  encouragement  regarding  their  rights,  options, 
and  resources.  As  the  Tool  Kit  notes,  “Parents  are  natural 
advocates  for  their  children.”  In  turn,  the  Tool  Kit  is  an  advo¬ 
cate  for  parents  and  caregivers. 

Valuable  tips  include:  1)  the  information  that  “a  key  com¬ 
ponent  to  effective  advocacy  is  record  keeping,”;  2)  letting 
parents  know  that  they  should  attend  meetings  about  their 
child  with  a  family  member  or  friend  who  can  provide  moral 
support;  3)  homework  helpful  hints;  4)  legal  resources;  5) 
medical  resources;  6)  financial  aid  resources;  7)  safety;  8)  dis¬ 
aster  preparedness;  9)  caring  for  an  adult  child  with  special 
needsotlng  that  parents  have  a  right  to  receive  copies  of  eval¬ 
uation  results  and  notice  regarding  aspects  of  programs  for 
their  child;  and  10)  availability  of  military,  as  well  as  federal, 
state,  and  community  resources 

The  DoD  has  pooled  this  information  in  one  handy  tool  kit, 
yet  its  benefits  should  not  be  limited  to  military  families. 
Anyone  can,  and  should,  take  advantage  of  this  great 
resource. 

While  it  is  impossible  to  write  the  perfect  manual  that  cov¬ 
ers  everything  that  could  possibly  come  a  parent’s  way,  this 
DoD  resource  does  an  excellent  job  of  putting  power  in  the 
hands  of  parents  and  providing  them  with  a  guide  and  sup¬ 
port  to  navigating  and  negotiating  their  child’s  best  and 
brightest  future. 

To  download  the  Special  Needs  Parent  Tool  Kit,  visit 
http://www.militaryhomefront.dod  .mil/efm.  Select 
ToolBox.  • 
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Coping  with  Depioymeni  For 
Parents  Who  Care  for 
Chiidren  with  Speciai  Needs 

By  Karen  Elliott  and  Valerie  Paterson 


Deployment  is  one  of  those 

dreaded  things  in  military  life.  Your  spouse  looks  at  it 
as  the  opportunity  to  do  his/her  job  as  it  was  intend- 
ed— in  a  combat  zone,  I  don’t  think  any  spouse  looks 
forward  to  being  away  from  family;  it  just  seems  that 
they  crave  the  ability  to  put  all  of  the  training  they  have 
worked  on  to  practical  use.  I  think  deployment  falls 
into  many  unpleasant  categories  but  at  the  same  time 
allows  us  to  find  new  skills  and  determination  we  did¬ 
n’t  know  we  had. 

Just  like  the  stages  of  grief  we  experience  and  re¬ 
experience  with  a  child  with  disabilities,  deployment 
could  be  viewed  as  having  stages,  too.  Preparing  your¬ 
self  with  resources  can  be  a  great  place  to  Identify  the 
feelings  your  family  is  experiencing.  How  you  will  act 
on  the  information  you  gain  will  be  one  way  to  gauge 
your  progress  before,  during,  and  after  the  deploy¬ 
ment.  Just  because  something  is  in  your  “deployment 
file”  doesn’t  mean  it  will  be  at  the  top  of  the  stack 
when  you  need  it.  Surrounding  yourself  with  informa¬ 
tion  is  great  so  long  as  you  allow  yourself  to  use  the 
information.  People  with  similar  situations  or  experi¬ 
ences  are  a  great  source  of  comfort  and  information. 

Don’t  be  afraid  to  respond  to  a  kind  word  or  deed,  1 
will  never  forget  the  sweet,  elderly  woman  who  saw 
me  at  church  with  my  two  girls,  stopped  to  give  me  a 
hug,  and  commented,  “I  remember  what  it  is  like  to  be 
home  with  the  children  while  my  husband  was 
deployed.  Always  pray  for  your  husband  and  the  chil¬ 
dren  will  be  more  secure  when  they  see  you  do  this.” 
The  struggles  we  face  now  may  be  more  intense,  but 
common  ground  can  be  found  in  the  strangest  places. 
At  Ft.  Lewis  there  is  a  bridge  where  every  Saturday  and 
Sunday  people  of  all  walks  of  life  can  be  found  holding 


flags  and  banners  as  they  wave  to  anyone  who  goes 
over  or  under  the  bridge.  There  have  been  many  times 
when  knowing  that  these  people  stand  and  support  us 
in  the  sun  or  the  rain  has  given  the  girls  and  me  an 
extra  boost  to  get  through  the  day.  Sometimes  people 
will  notice  the  Department  of  Defense  (DoD)  sticker  on 
the  front  window  of  my  car  and  stop  to  express  thanks 
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i  for  what  our  spouses  and  families  deal  with.  One 
I  eventful  trip  to  Target  included  my  youngest  “cleaning 
I  the  floor”  while  throwing  a  fit.  While  I  did  get  stares,  1 
!  also  had  the  pleasure  of  a  kind  person  who  said, 
i  “Thank  goodness  she  is  well  cared  for  enough  to  throw 
I  a  fit  and  miss  her  Daddy!”  When  someone  from  my 
I  church  family  asks  how  they  can  help,  1  had  to  learn 
how  to  respond  with  something  besides,  “Oh,  I’m  fine.” 
It  is  liberating  to  allow  yourself  to  say,  “I  need  my  lawn 
i  mowed.  Do  you  know  anyone  who  can  fix  a  bicycle 
I  tire?  How  do  you  take  a  light  bulb  out  of  a  socket  when 
I  the  bulb  has  broken?” 

:  Respite  care — these  are  two  wonderful  words  that  I 

•  truly  gained  an  understanding  of  during  deployment, 
i  Many  installations  are  increasing  the  availability  of 
i  hourly  care  at  no  cost  to  families  who  have  a  deployed 
I  parent.  Take  advantage  of  this!  The  value  of  taking  the 
!  time  to  just  “be”  cannot  be  stated  enough!  I  have  found 
!  it  is  worth  the  aggravation  of  schlepping  the  kids  to  the 
Child  Development  Center  (CDC)  so  that  I  can  blaze 
through  the  commissary  alone.  I  like  to  be  with  people, 
but  it  can  also  be  very,  very  rewarding  to  sit  in  a  movie 
by  yourself  with  no  one  asking  you  to  open  their  candy, 

I  ask  a  question,  or  make  an  escape  from  the  theater! 
j  There  have  been  times  that  I  have  hired  a  babysitter  or 

I  exchanged  with  a  friend  just  so  I  could  take  a  nap. 

Respite  care  allowed  me  to  view  myself  as  a  valuable 
member  of  the  military  community  and  a  gosh-darn 
I  good  Mom  of  a  child  with  disabilities,  too! 
j  Sometimes  I  felt  like  I  needed  someone  to  give  me 
I  permission  to  seek  help,  cry,  or  just  enjoy  a  bag  of 
i  Hershey’s  Kisses.  Consider  permission  to  be  granted. 

I  When  we  seek  healthy  outlets  for  our  stress,  we  are 
better  parents,  our  children  are  happier,  and  our 
spouse  is  less  stressed  while  away,  I  have  heard  the  pre- 
vious  statement  so  many  times  that  it  seems  almost 
trite.  The  thing  is,  it  may  be  trite,  but  it  is  true!  We  are 
capable  of  so  much  as  parents  of  children  with  disabik 
I  Ities  and  military  spouses.  Feeling  capable  seems  to  be 


what  trips  me  up.  The  saying,  “beat  every  bush  till  you 
find  a  solution,”  could  be  the  clarion  call  of  a  military 
spouse.  Just  remember  that  once  you  beat  the  bush, 
pick  up  the  fruit  that  is  there,  because  it  is  worth  it  to 
enjoy  it. 

The  Exceptional  Family  Member  Program  (EFMP) 
Manager,  School  Liaison  Officer,  and  Family  Support 
Centers  on  your  installation  will  be  able  to  give  you 
good  connections  for  your  area. 

Some  resources  we  have  found  useful  and  want  to 
share  with  you  include: 

•  Parent  Training  and  Information  (PTI)  centers  for 
your  state.  They  are  a  great  place  to  get  contacts 
“outside  the  gate”.  To  find  the  PTI  near  you  go  to 
http://www.taalliance.org/  and  click  on  your  state. 

•  Check  with  local  universities,  schools,  hospitals, 
departments  of  parks  and  recreation. 

•  Remember  the  Force  Health  Protection  and 
Readiness  Policy  and  Programs  http://deployment 
healthlibrary.fhp.osd.mll/ 

•  A  terrific  source  is  military  One  Source,  They  can 
provide  counseling  as  well  as  resources.  Just  link 
with  them  at  http://www,mllltaryonesource,com  - 
for  just  about  any  topic  you  could  think  of.  If  you 
can  think  of  it,  they  will  research  it! 

When  we  seek  healthy  eutlets  fer 
eur  stress,  we  are  better  parents, 
eur  children  are  happier,  and  eur 
speuse  is  less  stressed  while 
away.  I  have  heard  the  previeus 
statement  se  many  times  that 
it  seems  almest  trite.  The  thing  is, 
it  may  he  trite,  hut  it  is  true! 


Karen  Elliott  is  a  military  wife  of  15  years  and  EFMP.  She  and  her  husband 
have  two  wonderful  children,  who  are  both  EEMP.  Karen  feels  that  her 
position  with  Specialized  Training  of  Military  Parents  (STOMP)  enables  her 
to  return  the  favor  to  all  of  the  people  who  have  cared  enough  to  guide 
and  support  her  family  as  her  needed  advocacy  skills  develop. 


Valerie  Patterson  is  the  Parent  Education  Coordinator  for  the  East  Coast 
Office.  She  has  been  part  of  the  STOMP  staff  since  November  2003. 
Valerie  is  a  proud  Army  wife  and  the  mother  of  five  beautiful  children,  four 
of  whom  are  enrolled  In  EFMP. 


j 

I 
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A  Military  Child  Education 
Coalition”  Initiativo 

GROWINa  LEMNINa  AND  UNDDISIHIDIN6  (Hin: 

Making  Meaning  through  Early  literacy" 

I 

By  Stephanie  Surles 


The  Military  Child  Educatien 

Cealitien™  (MCECH  has  created  a 
series  of  programs  to  encourage  and 
support  parents  serving  as  their 
child’s  first  teacher  and  best  advocate. 

One  such  program  is  the  initiative 
Growing,  Learning,  and  Understanding 
(GLU™):  Making  Meaning  through  Early 
Literacy™.  This  initiative  was  designed  to 
develop  early  literacy  skills  in  children  from  birth 
through  second  grade, 

GLU™  helps  children  make  meaning  of  the  world 
around  them  through  the  use  of  kits  covering  a  range 
of  themes  and  literacies.  Each  GLU™  kit  is  a  theme- 
based  set  of  resources,  which  includes  activities  and 
information  sheets  centered  around  a  book  or  other 
resource.  Suggested  age  ranges  are  noted  for  each  kit 
and  Individual  activity,  with  modifications  listed  for 
many  activities,  so  adults  can  easily  find  ways  to  best 
meet  the  interests  and  skills  of  their  child. 
Modifications  are  also  included  for  children  with  spe¬ 
cial  needs  so  all  children  are  able  to  benefit  from  these 
resources. 

GLU™’s  themes  cover  various  aspects  of  literacy, 
from  language  acquisition  and  reading  to  art  and  math¬ 
ematics  skills.  The  activities  were  thoroughly 
researched  and  designed  with  the  developmental 
needs  of  young  children  in  mind.  All  GLU™  kits  are 
built  around  carefully  chosen  resources  that  parents 
and  childcare  providers  can  expand  upon,  adapt  to  the 
needs  of  their  own  children,  and  use  over  and  over 
again  as  children  continue  to  grow  and  learn. 


Parents  and  care  providers  are 
encouraged  to  utilize  careful  observa¬ 
tion  and  understanding  of  their  own 
children,  as  well  as  research  and  infor¬ 
mation  regarding  the  development  of 
young  children,  as  they  explore  the  kits, 
use  the  activities,  read  the  books,  and, 
most  of  all,  have  fun  learning  together! 
Current  kits  include  the  It’s  Okay  to  Be 
Different  kit,  which  nurtures  self-esteem  and  builds 
children’s  acceptance  of  their  own  individuality  and 
the  differences  they  see  in  others;  the  Wild  About 
Books  kit,  which  was  developed  to  nurture  children’s 
early  passion  for  learning,  instills  in  them  a  strong  love 
of  literature  and  reading  and  helps  guarantee  their  suc¬ 
cess  in  school  and  in  life;  and  the  Textures  and 
Treasures  kit,  which  was  designed  for  infants  and  tod¬ 
dlers  and  with  an  understanding  of  the  vital  impor¬ 
tance  of  sensory  exposure  to  early  brain  development. 

GLU™  kits  are  available  to  parents,  educators,  and 
anyone  else  who  is  working  with  young  children.  For 
an  overview  of  the  GLU™  kits  and  their  contents  or  to 
purchase  a  GLU™  kit,  please  visit:http;//www.easy- 
cart.net/MilitaryChlldEducationCoalition/Educational_ 
Resources.html/. 

Annual  Conference 

Each  summer,  the  Military  Child  Education 
Coalition™  hosts  its  annual  conference,  which 
includes  information  for  parents,  educators,  and 
other  adults  who  care  about  military  children.  This 
year’s  conference  will  be  held  July  11-13  in  Kansas 
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City,  Missouri.  For  more  information,  please  see  the 
conference  details  below  or  visit  http://www.mill- 
tarychild.org/KansasClty.  asp/ . 

MCEC™  is  a  non-profit  organization  focused  on  the 
academic  and  school-related  needs  of  all  United  States 
military-connected  children.  MCEC™  believes  strongly 
that  parents  are  the  first  and  best  advocates  for  their 


child.  For  more  information,  please  contact  Stephanie 
Surles,  MCEC™’s  Director  of  Research  and  Product 
Development,  at  stephanie.surles@militarychild.org  or 
visit  MCEC™’s  Web  site  at  www.militarychild.org.  • 


Stephanie  Surles,  JD,  MPA,  is  Director  of  Research  and  Product 
Development  at  MCEC. 
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On  Thursday  June  34  2007  3 
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Whh  Best  Regards, 


fetryc.  Dauphinee 

W'htary  Managing  Editor 
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E  C  H  0— me  Extended 
Care  Health  OpHen 

Mere  Healthcare  Options  for  Military  Families 

Contributed  by  Jolene  Neff  and  the  Health  Net  Federal  Services  ECHO  Team 


Are  you  struggling  with  caring  for 

a  family  member  with  physical  or  mental  disabili¬ 
ties  and  wondering  how  to  tap  into  more  resources 
and  pay  for  additional  quality  care?  If  so,  ECHO  is 
just  a  call  away. 

The  Extended  Care  Health  Option  (ECHO)  is  a  sup¬ 
plemental  portion  of  the  TRICARE  military  health  pro¬ 
gram,  available  to  active  duty  family  members 
(ADFMs)  who  qualify  based  on  specific  physical  and 
mental  disabilities.  The  program  provides  financial 
assistance  to  qualified  beneficiaries  and  offers  an  inte¬ 
grated  set  of  services  and  supplies  beyond  the  basic 
TRICARE  program. 

The  ECHO  program  evolved  from  previous  govern¬ 


ment  programs  designed  to  assist  those 
with  special  needs.  In  1966,  Congress 
passed  the  Military  Medical  Benefits 
Amendments,  which  established  the 
Program  for  the  Handicapped,  originally 
developed  to  provide  financial  assis¬ 
tance  to  ADFMs  with  serious  disabilities. 
This  program  was  replaced  with  the 
Program  for  Persons  with  Disabilities 
(PFPWD)  in  1997.  In  2001,  the 
Department  of  Defense  (DoD)  worked 
through  the  National  Defense 
Authorization  Act  to  establish  the  cur¬ 
rent  program  known  as  the  Extended 
Care  Health  Option  (ECHO),  which  was 
implemented  on  September  1,  2005. 

As  a  result,  some  benefits  previously 
available  only  under  PFPWD  are  now 
available  under  the  basic  TRICARE  pro¬ 
gram,  allowing  more  TRICARE  benefici¬ 
aries  to  access  those  services,  while 
enhancing  services  available  to  ECHO- 
eligible  beneficiaries. 

What  follows  are  questions  and  answers  about  the 
ECHO  program,  to  help  parents  and  professionals  nav¬ 
igate  the  program. 

Who  is  eligible  for  ECHOP 

ADFMs  are  eligible  for  the  ECHO  program  when  they 
have  one  or  more  of  the  following  qualifying  conditions: 

A  serious  physical  disability  that  may  include 
infantile  cerebral  palsy,  spina  bifida,  loss  of  vision  or 
loss  of  hearing 

Moderate  or  severe  mental  retardation 
•  Any  physiological  disorder,  condition,  or  anatomi¬ 
cal  loss  affecting  one  or  more  body  systems,  which  has 
lasted,  or  with  reasonable  certainty,  is  expected  to  last 
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for  a  minimum  of  twelve  contiguous  months  and 
which  precludes  the  person  with  the  disorder,  condi- 
tion,  or  anatomical  loss  from  unaided  performance  of 
a  major  life  activity 

Beneficiaries  less  than  three  years  of  age  with  a 
developmental  delay  equivalent  to  two  standard  devia¬ 
tions  below  the  mean  in  adaptive,  cognitive,  or  lan¬ 
guage  function;  Down  syndrome  or  fetal  alcohol  syn¬ 
drome 

•  An  extraordinary  physical  or  psychological  condi¬ 
tion  of  such  complexity  that  the  beneficiary  is  home- 
bound 

A  diagnosis  of  a  neuromuscular  developmental 
condition  or  other  condition  in  an  infant  or  toddler 
that  is  expected  to  precede  a  diagnosis  of  moderate 
or  severe  mental  retardation  or  a  serious  physical 
disability 

Multiple  disabilities,  which  may  qualify  if  there 
are  two  or  more  disabilities  affecting  separate  body 
systems 

ECHO  benefits  are  available  to  family  members  of  a 
deceased  active  duty  sponsor  until  midnight  of  the 


Exceptional  Family  Member 
Program  (EFMP).  This  program 
was  established  through  the 
Department  of  Defense  (DoD) 
and  is  a  mandatory  enrollment 
program  for  active  duty  person¬ 
nel  who  have  a  family  member(s) 
with  special  needs. 

When  military  service  members  are  considered  for 
assignment  to  an  installation  within  the  United  States, 
EFMP  enrollment  is  used  to  determine  whether  needed 
services,  such  as  specialized  pediatric  care,  are  avail¬ 
able  through  the  military  health  system  at  the  pro¬ 
posed  location.  This  program  provides  a  single  point  of 
contact  that  facilitates  a  family’s  relocation.  The  pro¬ 
gram  ensures  that  they  are  stationed  in  a  geographical 
area  where  their  family  members  can  receive  the  serv¬ 
ices  they  need. 

Although  some  programs  may  have  a  different  name, 
each  uniformed  service  branch  -  Army,  Air  Force,  Navy, 
Marine  Corps,  Coast  Guard,  and  National  Guard  and 
Reserve  -  has  an  EFMP, 

The  EFMP: 

Identifies  family  members  with  special  medical 
and/or  educational  needs. 

Documents  the  services  they  require, 

•  Considers  those  special  needs  during  the  person¬ 
nel  assignment  process  (especially  when  approving 
family  members  for  accompanied  travel  to  overseas 
locations). 


beneficiary’s  twenty-first  birth¬ 
day,  as  long  as  the  sponsor  was 
eligible  at  the  time  of  death. 

ADFMs  can  also  access  ECHO 
benefits  under  the  Transitional 
Assistance  Management  Program 
(TAMP).  Please  visit  www.tri- 
care.mil  for  more  information 
about  TAMP. 

WhoisMeligibleforECHOP 

Retirees  and  their  family  mem¬ 
bers,  as  well  as  North  Atlantic 
Treaty  Organisation  (NATO)  fami¬ 
ly  members,  are  not  eligible  for 
ECHO  benefits. 

How  do  qualifying  beneficiaries 
regisferforECHOP 

To  begin  the  registration  process, 
beneficiaries  must  enroll  in  the 
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Involves  the  personnel  and  medical  commands 
and  the  educational  system. 

How  do  beneficiaries  enroff  in  the  Ef  MPP 

To  enroll  in  the  EFMP,  beneficiaries  should  complete 
the  demographics/certification  sections  of  the  required 
forms,  DD  Forms  2792  (medical  services)  and  2792-1 
or  CG  5494  (special  education/early  intervention  sum¬ 
mary).  The  provider  must  complete  and  sign  the  med¬ 
ical  summary  section.  These  forms  may  be  obtained  at 
a  local  recruiting  office,  through  a  TRICARF  Service 
Center,  online  at  www.militaryhomefront.dod.mil,  or 
at  a  Military  Treatment  Facility  (MTF)  FFMP  office. 

Beneficiaries  will  need  to  submit  the  FFMP  forms  to 
the  appropriate  EFMP  manager.  Enrollment  in  this  pro¬ 
gram  is  required  for  most  beneficiaries  prior  to 
requesting  ECHO  services;  however,  enrollment  will  be 
waived  for  those  branches  of  service,  such  as  the 
National  Oceanic  &  Atmospheric  Administration 
(NOAA)  and  Public  Health  Service  (PHS),  which  do  not 
have  an  EFMP. 

Additional  information  about  the  EFMP  can  be  found 
at  www.mllltaryhomefront.dod.mil/efm  (Select  Excep¬ 
tional  Family  Member)  or  by  speaking  to  a  Special 
Needs  Coordinator  at  an  MTF. 

Who  can  beneficiaries  contact  if  they  have  questions 
regarding  the  EFMPP 

For  more  Information  about  the  EFMP,  beneficiaries 
may  visit  www.milltaryhomefront.dod.mil/efm,  visit 
the  TRICARE  Service  Center,  or  speak  to  a  Special 
Needs  Coordinator  at  an  MTF. 

What  do  beneficiaries  need  to  do  after  they  register  in  the  EFMPP 

Once  beneficiaries  have  registered  with  the  EFMP,  they 
must  register  with  the  regional  managed  care  support 
contractor  having  jurisdiction  where  they  reside. 

Beneficiaries  must  provide  the  regional  contractor 
with  documentation  of  an  active  duty  sponsor,  qualify¬ 
ing  condition,  and  enrollment  in  the  EFMP,  from  their 
sponsor’s  branch  of  service.  Upon  completion  of  regis¬ 
tration  and  approval,  the  beneficiary’s  Defense 
Enrollment  Eligibility  Reporting  System  (DEERS) 
record  will  be  updated  to  indicate  that  he  or  she  is  eli¬ 
gible  for  ECHO  benefits. 

Can  beneficiaries  receive  ECHO  services  prior  to  compieting  the 
ECHO  registration  processP 

To  avoid  delaying  receipt  of  ECHO  services  while  com¬ 
pleting  the  ECHO  registration  process,  the  regional 


managed  care  support  contractor  or  TRICARE 
Overseas  Program  Regional  Director  may  grant  ECHO- 
eligible  beneficiaries  a  provisional  eligibility  status  for 
a  period  of  not  more  than  ninety  days,  during  which 
ECHO  benefits  will  be  authorized  and  payable.  This 
provisional  status  is  only  granted  once  the  EFMP  man¬ 
ager  has  accepted  the  EFMP  paperwork  for  enrollment 
and  has  forwarded  it  for  processing. 

Is  there  any  cest  related  te  ECHO  registratienP 

TRICARE  does  not  charge  a  fee  for  registering  in  ECHO; 
however,  the  sponsor/beneficiary  may  incur  costs 
associated  with  the  determination  of  ECHO  eligibility. 
For  example,  the  sponsor  of  a  TRICARE  Standard  or 
Extra  beneficiary  may  be  required  to  obtain  diagnostic 
services  to  verify  an  ECHO  qualifying  condition.  The 
sponsor/beneficiary  is  liable  for  all  relevant  TRICARE 
Standard  or  Extra  cost-shares  associated  with  the 
receipt  of  those  services.  These  cost-shares  are  not 
reimbursable  under  ECHO. 

The  PFPWD  program  had  a  maximum  monthly  benefit  of  $1000.  Is 
the  benefit  the  same  under  ECHOP 

With  ECHO,  the  monthly  benefit  has  increased  from 
$1,000  to  $2,500  per  beneficiary,  regardless  of  the 
number  of  family  members  with  the  same  sponsor 
receiving  ECHO  benefits. 

What  are  the  costs  associated  with  ECHO  benefitsP 

TRICARE  ECHO  beneficiaries  are  eligible  for  $2,500  of 
ECHO  services  per  calendar  month,  with  a  monthly 
cost-share  based  on  the  sponsor’s  pay  grade. 

How  are  beneficiaries  notified  when  they  are  registered  for  ECHOP 

The  regional  managed  care  support  contractor  or  TRI- 
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CARE  Overseas  Program  Regional  Director  will  provide 
the  sponsor/beneficiary  with  written  notification  of  his 
or  her  eligibility  determination  and  the  information 
that  the  beneficiary  is  registered  in  ECHO,  Generally, 
the  beneficiary  is  eligible  to  receive  ECHO  benefits  as 
of  the  date  of  registration. 

What  services  are  previded  threugh  the  ECHO  pregram 
that  are  net  availahle  through  the  basic  TRiCARE  programP 

The  following  benefits  are  exclusive  to  the  ECHO  pro¬ 
gram,  Beneficiaries  enrolled  in  TRICARE  Prime  who 
receive  ECHO  benefits  must  comply  with  all  require¬ 
ments  of  TRICARE  Prime,  such  as  using  a  primary  care 
manager  for  routine  care  and  obtaining  referrals  for 
specialty  care. 

Medical  and  rehabilitative  services 
•  Training  on  the  use  of  assistive  technology  devices 
for  parents  and  siblings,  when  required  as  an  integral 
part  of  the  management  of  the  qualifying  condition 
and  vocation  training 

Special  education — Applied  Behavior  Analysis 
(ABA)  Therapy 

Payable  services,  which  include  periodic  evalua¬ 
tion  of  the  beneficiary,  development  of  a  treatment 


plan,  and  training  of  individuals  to  provide  services  in 
accordance  with  the  treatment  plan 

Institutional  care  when  a  residential  environment  is 
required  due  to  the  severity  of  the  qualifying  condition 
Transportation  under  certain  circumstances  to  and 
from  ECHO-authorized  services.  The  reimbursed 
amount  for  the  use  of  a  privately  owned  vehicle  is  lim¬ 
ited  to  the  Federal  government  employee  mileage 
reimbursement  rate  in  effect  on  the  trip  date. 

Assistive  services,  such  as  those  from  a  qualified 
interpreter  or  translator 

•  Durable  equipment  (DE),  including  adaptation  and 
maintenance,  DE  is  a  device  or  apparatus  that  does  not 
qualify  as  durable  medical  equipment  (DME)  under  the 
TRICARE  Basic  program,  but  is  essential  to  the  elimi¬ 
nation  or  reduction  of  functional  loss  resulting  from, 
or  the  disabling  effects  of,  a  qualifying  condition,  DE 
can  only  be  covered  under  the  ECHO  program  with  an 
appropriate  diagnosis  and  need. 

Expanded  in-home  medical  services  through  TRI¬ 
CARE  ECHO  Home  Health  Care  (EHHC),  EHHC  provides 
care  for  beneficiaries  who  need  services  from  a 
licensed  person  such  as  an  LVN/LPN  or  RN,  The  servic¬ 
es  they  need  from  a  licensed  person  are  more  fre¬ 
quent,  often  more  than  one  to  two  times  an  hour.  An 
example  of  this  type  of  care  is  the  suctioning  of  a  tra¬ 
cheotomy  tube, 

•  In-home  respite  care  services  (short-term  care  for 
a  beneficiary  that  provides  relief  to  full-time  care¬ 
givers) 

ECHO  respite  care — 16  hours  per  month  when 
receiving  other  authorized  ECHO  benefits 

•  TRICARE  EHHC  respite  care — up  to  40  hours  per 
week  (eight  hours  per  day,  five  days  per  week)  for  those 
who  qualify 

Beneficiaries  eligible  for  EHHC  respite  may  need 
care  that  occurs  frequently  (more  than  two  times  in 
an  eight-hour  period),  but  does  not  require  a  licensed 
person  to  perform  the  care,  or  care  that  does  not 
require  direct  supervision  of  a  licensed  person  to  per¬ 
form,  An  example  of  that  type  of  care  is  suctioning 
the  mouth,  or  giving  medication  or  formula  through 
a  feeding  tube. 

Note:  Only  one  of  the  above  respite  care  benefits  can  be 
used  in  a  calendar  month.  They  cannot  be  used  together. 

Is  custodial  care  covered  under  ECHOP 

Custodial  care,  which  is  defined  as  room  and  board 
and  assistance  with  dally  living  activities  provided  in  a 
nursing  home,  is  not  Included  under  ECHO;  however, 
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services  provided  in  support  of  daily  living  activities 
may  be  cost'Shared  when  they  are  provided  through 
the  EHHC  benefit. 

What  respite  care  optiens  are  available  threugh  ECHOP 

ECHO  provides  two  respite  care  programs.  The  first 
benefit,  ECHO  Respite,  allows  registered  beneficiaries  a 
maximum  of  sixteen  hours  of  respite  care  from  a  TRb 
CARE  Certified  Home  Health  Agency  care  provider  to 
manage  a  beneficiary’s  required  skilled  and  non-skilled 
services  in  the  absence  of  the  primary  caregiver. 

Beneficiaries  are  eligible  for  this  care  during  any 
calendar  month  in  which  they  also  receive  any  other 
ECHO-authorized  benefit.  For  example,  a  beneficiary 
who  is  receiving  a  prorated  authorization  for  durable 
equipment  for  three  months  is  also  eligible  to 
receive  ECHO  respite  care  benefits  during  the  same 
three  months. 

The  second  benefit  is  known  as  EHHC  Respite  or  the 
Sleep  Benefit,  which  allows  qualified  beneficiaries  up 
to  forty  hours  per  week  (eight  hours  per  day,  five  days 
per  week)  of  respite  care.  To  qualify  for  this  service,  the 
beneficiary  must  have  frequent,  required  interventions 
more  than  two  times  during  the  eight-hour  period  the 
primary  caregiver  would  normally  be  sleeping. 

Beneficiaries  may  not  use  both  forms  of  respite  care 
within  the  same  calendar  month. 

Is  the  cost  for  ECHO  respite  care 
Included  In  the  $2,500  benefit  IlmltP 

Yes,  the  available  sixteen  hours  per  calendar  month  of 
ECHO  respite  care  is  included  in  the  $2,500  benefit 
limit. 


Pay  Grade 

Monthly  Cost-Share 

E-1  to  E-5 

$25 

E-6 

$30 

E-7,  0-1 

$35 

E-8,  0-2 

$40 

E-9,  W-1,  ■W-2,  0-3 

$45 

W-3,  W-4,  0-4 

$50 

W-5,  0-5 

$65 

0-6 

$75 

0-7 

$100 

0-8 

$150 

0-9 

$200 

0-10 

$250 

The  sponsor/beneficiary  is  responsible  for  the  appro¬ 
priate  amount  shown  in  the  above  table,  in  addition  to 
any  amount  in  excess  of  the  government’s  maximum 


monthly  coverage  for  any  benefits  received  in  a  month, 
including  the  ninety-day  provisional  period  extended 
to  the  beneficiary. 

The  sponsor/beneficiary  cost-shares  under  ECHO  are 
in  addition  to  those  incurred  for  services  and  items 
received  through  TRICARE  Prime,  Extra  and  Standard 
options. 

The  sponsor/beneficiary  cost-shares  under  ECHO 
do  not  apply  toward  the  catastrophic  cap  in  the 
basic  TRICARE  program  or  the  EHHC  fiscal  year 
benefit  cap. 


ECHO  at  Work  -  Helping  Families 
with  Chililren  with  Special  Heeds 

ECHO  provides  durable  equipment  benefits 

A  six-year-old  child  with  cerebral  palsy  required  specialty  durable 
equipment  not  covered  under  the  TRICARE  Basic  program; 
unfortunately,  the  child  was  not  enrolled  in  ECHO.  The  provider's 
initial  request  was  denied  under  basic  benefits.  As  a  result,  the  ECHO 
coordinator  was  notified,  who  determined  the  beneficiary  was 
eligible  for  ECHO,  and  the  requested  equipment  was  then  covered. 
The  coordinator  contacted  the  beneficiary's  parent  to  inform  her  of 
the  benefits  for  which  her  child  qualified  under  the  ECHO  program. 
As  a  result,  the  beneficiary  was  successfully  enrolled  and  obtained 
the  required  equipment,  which  decreased  the  effects  of  her  disability 
and  increased  her  mobility. 

EHHC  respite  care  reduces  the  day-to-day  challenges  for 
caregivers 

A  set  of  triplets  was  born  prematurely  at  twenty-four  weeks.  All 
three  babies  required  ventilation  support  and  care  in  a  pediatric 
rehabilitation  facility  for  several  months.  The  first  of  the  triplets  was 
sent  home  with  intermittent  nursing  care,  followed  by  the  other  two 
triplets,  who  were  approved  for  EHHC  respite  care. 

The  ECHO  case  manager  negotiated  for  an  RN  to  provide  respite 
services  for  the  two  triplets  with  the  greatest  needs,  and  will 
continue  to  monitor  and  evaluate  the  progress  of  the  triplets  and 
request  additional  services  if  needed. 

ECHO  provides  continuity  of  care 

A  family  living  in  the  Walter  Reed  area  was  receiving  forty  hours 
of  respite  care  per  week  to  assist  with  their  child's  care.  The  child's 
father  was  transferred  to  Camp  Lejeune,  in  North  Carolina.  To 
provide  the  family  with  continuity  of  care,  the  EHHC  case  managers 
from  the  Walter  Reed  and  Camp  Lejeune  areas  coordinated  to  make 
sure  all  authorizations  and  MTF  referrals  were  completed.  The  family 
deeply  appreciated  the  transparency  of  care  during  the  transition, 
and  the  case  manager  continues  to  communicate  with  the  family  to 
ensure  that  all  their  needs  are  met. 


I 

1 
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What  is  the  difference  between  ECHO  Home  Heaith  Care  (EHHCI 
and  EHHC  respite  careP 

-  The  EHHC  benefit  provides  medically  neces- 
sary  skilled  services  by  a  licensed  professional  to 
eligible  homebound  beneficiaries  whose  needs 
exceed  the  limits  of  the  Home  Health  Agency- 
Prospective  Payment  System  (HHA-PPS)  as 
described  in  the  TRICARE  Reimbursement  Manual 
(TRM).  Also  Included  in  the  EHHC  is  respite  care 
under  certain  circumstances. 

•  EHHC  respite  care  services  are  provided  to  eligible 
beneficiaries  who  require  frequent  interventions 
(defined  below).  Beneficiaries  may  receive  eight  hours 
of  respite  care  services  five  days  per  calendar  week. 

The  respite  care  services  will  relieve  the  primary 
caregiver(s)  of  the  responsibility  of  providing  such 
services,  in  order  to  allow  them  the  opportunity  to 
rest  or  sleep. 

Frequent  Interventions:  Eor  a  homebound  ECHO- 
eligible  beneficiary,  frequent  interventions  refer  to 
services,  as  included  in  the  beneficiary’s  plan  of  care, 
which  are  required  more  than  two  times  during  the 
eight-hour  period  the  primary  caregiver(s)  would  nor¬ 
mally  be  sleeping.  These  services  consist  of  skilled 
services  that  can  be  performed  safely  and  effectively 
by  the  average  non-medical  primary  caregiver(s)  with¬ 
out  direct  supervision  of  a  healthcare  provider  after 
such  individual(s)  have  been  trained  by  appropriate 
medical  personnel. 

What  is  the  difference  between  durabie  medicai  equipment  [HMEI 
and  durabie  equipment  (HEIP 

Durable  medical  equipment  is  defined  as  equipment 
that; 

Can  withstand  repeated  use 

Is  primarily  and  customarily  used  to  serve  a  med¬ 
ical  purpose 

Generally  is  not  useful  to  an  individual  in  the 
absence  of  an  illness  or  injury 

Durable  equipment  is  a  device  or  apparatus  that 
does  not  qualify  as  durable  medical  equipment  under 
the  basic  TRICARE  program  but  is  essential  to  mini¬ 
mize  functional  loss  or  disabling  effects  resulting 
from  a  qualifying  condition.  DE  can  only  be  covered 
under  the  ECHO  program  with  an  appropriate  diag¬ 
nosis  and  need. 

Examples  of  DE  are  special  computer  peripheral 
devices  (keyboard,  mouse,  etc.)  or  software  that  makes 
a  computer  functional  to  an  ECHO  beneficiary  with  a 
qualifying  condition  that  would  otherwise  limit  or  pro¬ 
hibit  the  beneficiary’s  ability  to  use  the  computer;  or 


an  electrical/mechanical  lifting  device  that  raises  an 
ECHO  beneficiary  in  a  wheelchair  from  ground  level  to 
first  floor  level  of  the  beneficiary’s  residence. 

is  durabie  medicai  equipment  cevered  under  ECHOP 

DME,  defined  as  medically  necessary  equipment  pri¬ 
marily  used  for  medical  purposes,  is  not  covered 
under  the  ECHO  program.  DME  is  covered  under  the 
basic  TRICARE  program  and  requires  a  prior  authori¬ 
zation.  Durable  equipment  that  does  not  qualify  as 
DME  may  be  available  for  beneficiaries  registered  in 
ECHO,  providing  there  is  a  need.  DE  also  requires  prior 
authorization. 

What  is  the  Custodial  Care  Transition  Program  (CCTPIP 

The  National  Defense  Authorization  Act  for  fiscal  year 
2002,  Section  701,  changed  the  definition  of  custodial 
care.  Custodial  care  is  no  longer  defined  by  the  condi¬ 
tion  of  the  beneficiary  but  by  the  type  of  services  being 
rendered.  The  CCTP  was  created  as  an  interim  strategy 
to  provide  all  medically  necessary  skilled  care  to  bene¬ 
ficiaries  receiving  custodial  care  prior  to  the  custodial 
care  definition  change  and  up  to  the  implementation 
of  new  sub-acute  programs. 

Upon  implementation,  CCTP  beneficiaries  will  be 
transitioned  into  the  new  programs  as  medically 
appropriate.  Included  in  the  new  sub-acute  programs 
is  the  transition  of  the  PFPWD  to  the  ECHO  program. 
As  PEPWD/ECHO  benefits  are  only  available  to  family 
members  of  active  duty  sponsors,  retirees  and  their 
family  members  currently  in  CCTP  will  continue  to 
receive  the  same  level  of  services  through  CCTP,  as 
long  as  they  are  medically  necessary. 

How  Will  the  CCTP  coverage  transfer  over  to  the  EHHC  beneflt? 

For  ADFMs  who  are  receiving  home  healthcare  serv¬ 
ices  under  the  CCTP,  EHHC  will  replace  CCTP  as  a 
means  of  providing  intensive  home  healthcare  servic¬ 
es,  For  ADFMs  needing  part-time  or  Intermittent 
home  health  services  (thirty-five  hours  or  fewer  each 
week,  and  respite  care  not  provided),  the  TRICARE 
Home  Health  Agency-Prospective  Payment  System 
(TRICARE  HHA-PPS)  is  available  as  part  of  the  basic 
TRICARE  program. 

ADFMs  who  are  receiving  medically  necessary  in- 
home  skilled  services  through  the  CCTP  at  the  start  of 
healthcare  delivery  are  eligible  to  continue  receiving 
those  skilled  services  in-home  through  the  CCTP,  pend¬ 
ing  meeting  the  following  conditions; 

Healthcare  delivery  began  under  the  new  TRICARE 
contracts  in  each  former  region,  under  the  previous 
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managed  care  support  contracts. 

The  beneficiary  requires  in-home  skilled  services 
beyond  the  limits  of  the  Home  Health  Agency- 
Prospective  Payment  System. 

Retirees  and  their  family  members  currently  in 
CCTP  will  not  transfer  to  EHHC  benefits.  They  will 
continue  to  receive  the  same  level  of  services 
through  CCTP,  as  long  as  the  services  are  medical¬ 
ly  necessary.  • 


Jolene  Neff  is  a  Case  Management  Supervisor  for  Health  Net  Federal 
Services,  the  government  operations  division  of  Health  Net.  She  has  more 
than  1 0  years  experience  in  the  medical  field  and  has  worked  with  special 
needs  families  for  the  past  three  years. 


As  the  managed  care  support  contractor  for  the  TRICARE  North  Region, 
Health  Net  provides  healthcare  services  to  over  three  million  uniformed 
services  beneficiaries,  active  and  retired,  and  their  families.  Health  Net 
has  a  long  history  of  providing  cost-effective  and  quality  managed  health¬ 
care  programs  for  government  agencies,  including  the  Department  of 
Defense  and  Veterans  Affairs. 


Regional  Contractors 


Health  Net  Federal  Services 

www.healthnetfederal5ervices.com 

1-877-TRICARE  (1-877-874-2273) 

Illinois,  Indiana,  Iowa,  Kentucky,  Maryland  (excluding  the  National 
Capital  area),  (Rock  Island  Arsenal  area),  Michigan,  Missouri  (St.  Louis 
area),  Ohio,  the  western  portion  of  Pennsylvania,  Tennessee  (Fort 
Campbell  area).  West  Virginia,  and  Wisconsin:  Marilyn  Ault-800-977- 
7910,  Ext.  62038 

North  Carolina  and  Virginia  (excluding  the  National  Capital  area): 
Elaine  Abrams-800-977-7531,  Ext.  64735 

Delaware,  District  of  Columbia,  Maryland  (National  Capital  area), 
the  southern  portion  of  Pennsylvania,  and  Virginia  (National  Capital 
area):  Jolene  Neff-800-977-7961,  Ext.  55840  or  Addie  Simpson-800- 
977-7635,  Ext.  63239 

Connecticut,  Maine,  Massachusetts,  New  Hampshire,  New  Jersey, 
New  York,  the  eastern  and  northern  portions  of  Pennsylvania,  Rhode 
Island,  and  Vermont:  Rita  Uhren-800-977-7961,  Ext.  55806 

Humana  Military 

South  Region  and  Overseas 

www.humana-military.com 

1-800-444-5445 

Southeast  (Augusta)  Market  -  Florida  (excluding  the  Panhandle), 
Georgia,  and  South  Carolina  -  800-  447-6072 


GulfSouth  (Biloxi)  Market  -  Alabama,  Florida  (Panhandle), 
Louisiana  (New  Orleans  area),  Mississippi,  and  Tennessee  -  866-323- 
7155 

Southwest  (San  Antonio)  Market-Arkansas,  Louisiana  (excluding 
New  Orleans  area),  Oklahoma,  and  Texas  (excluding  extreme  western 
El  Paso  area)  -  800-447-8808 

TRICARE  Latin  America  and  Canada  -  Special  Needs  Coordinator  - 
706-787-2080 

TRICARE  Area  Office  Europe  -  Case  Manager  -  (49)  (0)6302-67- 
6362  or  6336;  DSN  -  496-6362  or  6336 

TRICARE  Area  Office  Pacific  -  Special  Needs  Coordinator  -  888- 
777-8343,  option  4;  DSN  -  315-643-2036 

TriWest 

www.triwest.com 

1-888-TRIWEST  (1-888-874-9378) 

TRICARE  West-Alaska,  Arizona,  California,  Colorado,  Hawaii, 
Idaho,  Iowa  (except  82  Iowa  zip  codes  in  the  Rock  Island/lllinois 
area),  Kansas,  Minnesota,  Missouri  (except  the  St.  Louis  area), 
Montana,  Nebraska,  Nevada,  New  Mexico,  North  Dakota,  Oregon, 
South  Dakota,  Texas  (the  southwestern  corner,  including  El  Paso 
only),  Utah,  Washington,  and  Wyoming-602-644-8124  or  866-876- 
2384,  Ext.  48124 


Additional  Resources 


For  additional  information  about  the  ECHO  program,  please  refer 
to  the  TRICARE  Extended  Care  Health  Option  brochure  available  on 
Health  Net's  Web  site,  at  http://www.healthnetfederalservices.com, 
or  at  a  TRICARE  Service  Center,  or  refer  to  the  following  resources: 

DoD  Information 

www.militaryhomefront.dod.mil 

Click  on  Troops  and  Families,  then  Special  Needs/EFMP.  The  Special 
Needs  Parent  Tool  Kit  will  provide  a  great  deal  of  detailed  information. 


TRICARE 

http://www.tricare.mil 

ECHO  Program  through  TRICARE 

http://www.tricare.mil/echo/default.cfm 

Military  OneSource 

www.militaryonesource.com 
CONUS  1-800-342-9647 
OCONUS  800-3429-6477 

Specialized  Training  of  Military  Parents  (STOMP) 

http://www.5tompproject.org 
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An  Interview 
with 

Dr.  Rebecca 
Posante 


Interview  conducted  by  Isabel  Hodge 

Isabel  Hodge,  a  content  analyst  for  the  Department 
of  Defense  Military  Community  and  Family  Policy 
Program  Support  Group,  recently  had  the 
opportunity  to  interview  Dr.  Rebecca  Posante  for 
Exceptional  Parent  magazine.  Dr,  Posante  is  the 
Department  of  Defense’s  Program  Manager  for 
Special  Needs,  Dr,  Posante  took  the  time  to  describe 
a  variety  of  helpful  and  exciting  online  support 
services  for  military  families,  including 
MilitaryHOMEFRONT,  MilitarylNSTALLATIONS  and 
Plan  My  Move. 

Exceptional  Parent  [EPl:  What  do  you  see 

as  the  biggest  challenge  for  military  families  who  have 
a  child  with  special  needs? 

Dr.  Rebecca  Posante:  In  my  opinion,  the 

biggest  challenge,  besides  the  obvious  of  coping  with 
the  challenges  of  taking  care  of  a  family  member  with 
special  needs,  is  the  frequency  with  which  military 
families  relocate.  On  the  average,  a  military  family 
moves  every  two  to  three  years.  For  a  family  with  a  spe¬ 
cial  needs  member,  this  means  a  family  must  identify 
and  evaluate  services  at  each  new  location.  Families 
need  very  specific  information.  They  need  to  know 
what  they  currently  receive,  from  which  agency,  what 
qualifies  them  for  the  services,  and  how  to  access  them 
at  the  new  location.  It  can  be  very  challenging. 

EP:  Are  there  any  DoD  (Department  of  Defense) 
resources  that  help  families  sort  this  out? 


DRP:  Fortunately,  that  answer  is,  “Yes!”  One  that 
immediately  comes  to  my  mind  is  a  site  launched  three 
years  ago,  the  Department  of  Defense’s 
MilitaryHOMEFRONT  (http;//www.militaryhome- 
front.dod.mil).  It  provides  reliable,  up-to-date,  quality- 
of-llfe  information  for  all  servicemembers,  their  fami¬ 
lies,  their  leaders,  and  the  staff  who  support  them. 
Before  that  site  was  launched,  I  had  a  Web  site  specifi¬ 
cally  for  military  families  with  special  needs  called 
EFMConnections.  We  integrated  the  information  from 
that  site  into  MilitaryHOMEFRONT. 

EP:  Can  you  give  examples  of  what  information  is 
available  on  MilitaryHOMEFRONT  for  Army  families 
with  special  needs? 

DRP:  The  MilitaryHOMEFRONT  site  is  organized  into 
three  tabs  (Troops  and  Families,  Leadership,  and  Service 
Providers).  Within  the  Troops  &  Families  tab,  the  Special 
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Needs/EFMP  module  has  excellent  general  and  military 
service-specific  information  on  special  needs  -  for  all  age 
groups,  including  information  on  early  Intervention  serv¬ 
ices,  special  education,  and  transition  planning.  This  sec¬ 
tion  provides  information  on  the  Exceptional  Family 
Member  Program  (EFMP)  for  each  of  the  Services,  includ¬ 
ing  the  standardized  forms,  policies,  and  points  of  con¬ 
tact.  The  State  Resources  section  provides  families  with 
links  to  valuable  state  Web  sites  such  as  the  Early 
Intervention  and  Head  Start  programs  and  state  Medicaid 
Web  sites.  Additionally,  there  are  more  than  25  Frequently 
Asked  Questions.  The  Tool  Box  section  is  the  central  loca¬ 
tion  for  special  needs  contacts,  tool  kits,  service  locators, 
and  directories. 

We  developed  a  DoD  Special  Needs  Parent  Tool  Kit  that 
can  also  be  found  on  MilitaryHOMEFRONT  in  the  Tool 
Box  section.  The  Tool  Kit  provides  families  with  an 
overview  of  many  types  of  services  and  recommenda¬ 
tions  for  organizing  Information. 

My  personal  favorite  features  on 

MilitaryHOMEFRONT  are  the  Family  Connections 
forum  and  the  Family  Stories.  We  wanted  to  develop  an 
online  community  where  military  families  could  con¬ 
nect  with  each  other— one  of  the  best  ways  that  fami¬ 
lies  learn  about  programs  and  services.  The  Family 
Connections  forum  has  a  general  electronic  bulletin 
board  where  families  can  post  questions  and  responses 
or  just  share  resources  and  other  information.  The 
forum  also  has  installation-specific  bulletin  boards  that 
have  proven  to  be  most  beneficial  for  those  families 
who  are  relocating  to  a  new  duty  station  and  want  to 
find  out  more  about  services  in  that  area. 

EP  I  It’s  that  time  of  year  when  many  military  families 
are  moving.  What  kind  of  information  do  you  have  for 
them? 

DRP:  Pm  so  glad  you  asked  this  question!  Just  recent¬ 
ly,  MilitaryHOMEFRONT  launched  two  new  applica¬ 
tions  directed  at  helping  military  families  before,  dur¬ 
ing,  and  after  a  move.  The  first, 
MilitaryINSTALLATIONS,  allows  families  to  identify 
points  of  contact  for  approximately  55  programs  and 
organizations,  both  military  and  civilian,  on  250  U.S. 
military  installations  worldwide.  For  example,  let’s  say 
you  are  an  Army  family  relocating  to  Fort  Bragg,  and 
you  want  the  contact  information  for  the  Fort  Bragg 
EFMP  Coordinator,  The  directory  will  generate  not  only 
the  point  of  contact  for  the  EFMP  Office  on  Fort  Bragg, 
but  will  also  generate  a  map  with  directions.  The  map 
also  allows  you  to  plot  points  of  interest.  Additionally, 
through  MilitaryINSTALLATIONS,  families  can  learn 


about  the  programs  available  to  them  on  the  installa¬ 
tion,  from  schools  to  childcare  to  finding  a  job, 

EP:  MilitaryINSTALLATIONS  certainly  sounds  like  a 
useful  tool  for  military  families.  What  is  Plan  My  Move? 

DRP:  Plan  My  Move  (http://www,planmymove. 
mhf.dod.mil)  uses  the  information  available  through 
MilitaryINSTALLATIONS  but  packages  it  in  a  series  of 
planning  tools.  By  entering  the  family’s  current  location, 
their  new  location,  and  their  departure  date.  Plan  My 
Move  generates  installation  overviews,  a  three-month 
planning  calendar,  valuable  travel  and  arrival  checklists, 
as  well  as  important  points  of  contact  and  family  pro¬ 
gram  information.  There  are  many  ways  families  with 
special  needs  can  use  the  Plan  My  Move  application.  For 
example,  they  can  develop  their  own  relocation  budget 
and  use  school  comparison  tools  to  assess  demographic 
data,  including  school  location  and  distance  from  near¬ 
by  installations,  total  enrollment  and  ethnic  percentiles, 
and  test  scores.  We  have  added  items  to  the  three-month 
calendar,  the  TO  DO  lists,  and  the  checklists  that  are  spe¬ 
cific  to  families  with  special  needs.  As  an  example,  the 
calendar  reminds  families  to  hand-carry  their 
Individualized  Education  Programs  (lEPs)  to  the  next 
school,  as  well  as  to  check  on  SSI  (Supplemental  Security 
Income)  eligibility  at  the  next  location, 

EP:  Technology  never  ceases  to  amaze  me!  Is  there 
anything  else  you  would  like  to  share  with  Army  fami¬ 
lies  with  special  needs? 

DRP:  Certainly!  MilitaryHOMEFRONT  publishes  a 
monthly  special  needs  newsletter  to  families  who  sub¬ 
scribe.  We  also  disseminate  information  in  the  What’s 
New  and  Special  Needs  Events  features.  Anything  that 
we  learn  about  goes  onto  the  site  (special  events,  new 
Web  site  features,  and  important  DoD  and  government 
announcements  that  may  impact  military  families  with 
special  needs).  To  subscribe  to  the  MilitaryHOMEFRONT 
Special  Needs  newsletter,  visit  http://www.military- 
homefront.dod.mil,  and  click  on  the  SUBSCRIBE  box 
on  the  left. 

We  have  been  fortunate  to  receive  a  number  of  acco¬ 
lades  for  the  MilitaryHOMEFRONT  site.  1  want  to 
express  the  Defense  Department’s  appreciation  for  all 
of  the  resources  and  recommendations  sent  by  family 
members  to  the  Web  site  each  day.  If  you  have  a 
resource  you  think  will  benefit  military  families  with 
special  needs,  simply  use  Feedback  at  the  top  of  every 
page  on  the  Web  site  to  share  information  with  our 
content  development  team.  • 
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finding  Their  Way: 

Riith  and  Fomtude  Lin  Family  of  Five 


It  the  sound  of  these  children’s  shouts 

and  giggles  were  transposed  into  musical  notes,  the 
resulting  composition  might  sound  like  “Ode  to  Joy,” 
particularly  to  their  parents,  Karen  and  Daniel  Giorgi, 
Three  children — three  autism  diagnoses — each  with 
different  manifestations  for  these  parents  to  under¬ 
stand:  anger  and  seeming  lack  of  empathy;  quietness 
and  very  particular  needs;  pronounced  difficulty  sleep¬ 
ing,  It  took  years  to  receive  the  first  child’s  diagnosis.  It 


By  Maria  Caroff 


was  a  puzzle  with  their  second  child,  then  the  surprise 
diagnosis.  The  last  diagnosis  came  before  their 
youngest  child  was  one-year-old.  The  lack  of  attach¬ 
ment  and  bonding  to  mother  and  father  was  a  heart- 
breaker  for  both  parents. 

And  now — beautiful  music.  Perhaps,  at  the  moment, 
this  isn’t  the  type  of  music  that  floats  like  a  whisper 
from  a  flute  or  slides  like  a  sigh  from  a  violin.  Instead, 
it  is  an  alternative  beautiful  music — the  instruments 
clashing  and  clambering  over  one  another,  some  notes 
pitched  high,  many  held  for  multiple  beats  with  no 
clear-cut  sign  of  when  this  particular  piece  of  music 
will  reach  its  climax  and  finale. 

All  is  as  it  should  be  in  the  household  of  the  Glorgis.  The 
source  of  the  sounds  is  Daniel  and  Karen’s  two  youngest 
children,  Angelina  and  Jonathan,  as  they  play  with  one 
another,  shouting,  laughing,  and  tumbling  about. 

Like  all  great  music,  this  music  has  a  story  to  tell. 

The  excitement  and  loving  Interaction  between 
Angelina  and  Jonathan  illustrates  how  far  the  children 
have  come  in  their  short  lives,  since  Karen  and  Daniel 
received  the  children’s  diagnoses  of  autism.  Angelina, 
six,  Jonathan,  four,  and  older  brother  Elijah,  eight,  have 
all  three  made  tremendous  progress  in  a  variety  of  ways. 

Karen,  a  stay-at-home  mom,  and  Daniel,  a  chaplain 
at  Randolph  Air  Force  Base  in  Universal  City,  near  San 
Antonio,  Texas,  recall  the  course  of  their  journey. 

When  Elijah  was  one-year-old,  Karen  says,  Daniel 
felt  that  something  wasn’t  right.  He  thought  Elijah 
might  have  mental  retardation.  “He  was  just  so  differ¬ 
ent,”  Karen  says.  “He  would  flap  his  hands,  he  would¬ 
n’t  look  at  you,  he  couldn’t  say  anything,  he  wouldn’t 
imitate  you.  We  didn’t  even  know  about  autism.” 
Autism  was  not  mentioned  by  professionals  they  saw, 
Karen  says,  although  she  had  asked  about  his  speech 
delay.  “I  just  was  a  doting  Mom.  I  thought,  oh,  he’s  just 
different.  He’s  cute.  And  then  not  having  had  any  other 
kids,  I  thought  well  maybe  kids  go  through  stages.  And 
then  he  would  get  hurt,  and  you  wouldn’t  even  know 
it.  People  were  like  objects  to  him.  He  would  just  push 
them  aside  or  walk  into  them,  just  like  they  were  a  toy 
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or  something,  move  them  away.  And  so 
the  kids  would  cry.  And  then  I’d  try  to  tell 
him,  ‘No,  don’t  do  that.’  You  know,  other 
kids  would  look  at  me,  but  he  wouldn’t.  So 
then  I  would  leave  because  I’d  be  so  frus- 
trated,  like  why  can’t  we  stay  and  play  like 
other  people.  What’s  wrong?  And  I  was 
just  like,  oh,  I  don’t  know  what  it  is,  maybe 
it’s  me.  And  then  when  she  was  born...” 

Angelina  was  uncharacteristic,  too.  “But 
it  was  in  a  kind  of  a  different  way,  like 
more  of  a  quiet  way  in  that  she  was  so  par¬ 
ticular,  like  she  wouldn’t  eat  unless  you 
fed  her  from  the,  I  think  it  was  her  right 
side,  and  you  had  to  hold  her  facing  the 
right  way.  When  she  slept,  she  wanted  to 
be  in  her  snuggle  wrapped  up  to  here  or 
else  she  wouldn’t  sleep.  And  then  he 
(Jonathan)  had  his  oddities  about  sleeping, 
and  I  was  like,  motherhood  shouldn’t  be 
this  hard.” 

Diagnosis 

The  family  moved  back  to  the  United  States  from 
Regina,  Saskatchewan,  Canada,  where  Daniel  had  been 
attending  seminary.  A  friend  who  was  a  special  educa¬ 
tion  teacher  talked  with  Karen  about  Elijah  saying, 
“There’s  something  not  right.  You  really  need  to  get 
your  son  checked.”  Karen  notes,  “I  was  glad”  when  she 
said  it.  Another  friend  told  Karen  that  she  thought 
Elijah  might  have  autism.  Information  downloaded 
from  the  Internet  revealed  possibilities  of  lifelong  dis¬ 
abilities,  a  group  home,  institutionalization.  “And  it  was 
like  someone  punched  me,”  Karen  says.  “I  was  so  dev¬ 
astated,  so  then  I  just  started  to  pray.  I  was  like  God,  I 
can’t  do  this.  This  is  so  horrible.” 

A  few  minutes  after  Karen  explains  this,  Angelina 
pipes  up,  “Why  did  you  get  smacked?” 

Her  mother  answers,  “I  didn’t  get  smacked.  I  just  felt 
like  it.” 

“Oooh.  Then  I’ll  pray  for  you,”  Angelina  says  fer¬ 
vently.  “Dear  Jesus,  please  make  Mommy’s  smack  feel 
better,  in  Jesus’s  name.  Amen.” 

The  first  diagnosis  for  Elijah  came  from  a  neurologist 
in  New  Hampshire,  where  the  family  was  living  while 
Daniel  was  in  the  Air  Force  Reserve.  Elijah  was  also 
diagnosed  with  obsessive-compulsive  disorder  (OCD), 
The  neurologist  prescribed  Clonidine  and  recommend¬ 
ed  that  the  family  look  for  a  group  home  for  Elijah, 
Elijah’s  parents  sought  a  second  opinion  from  Dr, 
Margaret  Bauman,  a  top  autism  researcher  at  Ladders 


of  biomedical  intervention  to  help  with  gastrointestinal 
Issues  as  well  as  Applied  Behavior  Analysis  (ABA).  Due 
to  financial  constraints,  some  of  these  interventions 
would  be  undertaken  later. 

Because  the  standard  procedure  at  Ladders  Clinic  was 
to  evaluate  siblings,  Angelina  was  also  evaluated. 
(Jonathan  had  not  yet  been  born.)  Karen  was  told,  “Your 
daughter  has  autism,  too.” 

“And  I  was  like,  ‘What?’  It  didn’t  occur  to  me,  because 
she  was  so  different  from  him.  I  thought  autism  was 
him.  But  looking  back...”  Karen  describes  Angelina  as 
having  been  in  her  own  world.  “You’d  have  to  call  her 
name  a  bunch  of  times.  She  wouldn’t  look  at  you.  She 
didn’t  interact  with  anybody.  She  couldn’t  imitate.  She 
had  no  joint  attention  (in  which  a  person  is  able  to  coor¬ 
dinate  attention  to  an  event  or  object  with  another  indi¬ 
vidual).  And  so  then  I  was,  like,  ‘Oh,  no.’  So  then  I  start¬ 
ed  praying  even  harder.” 

Karen  would  stay  up  all  night  long  sometimes,  read¬ 
ing  research  about  autism,  trying  to  discover  whatever 
might  help  her  children.  “I  always  hated  science,”  she 
says  with  a  laugh.  But  much  of  the  material  was  scien¬ 
tific,  and  she  read  it. 

By  the  time  Jonathan  was  born,  Karen  recognized  the 
now  familiar  signs.  “He  wouldn’t  look  at  me,  just  like 
the  other  two.”  He  would  look  past  her.  He  wouldn’t 
breastfeed.  It  had  been  her  dream  to  breastfeed  her 
children,  Karen  says,  and  she  had  had  a  lactation  con- 
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sultant  from  La  Leche  League  come  to  her  home.  It  was 
to  no  avail.  “All  of  them  were  really  averse  to  breast- 
feeding,”  she  says  of  the  children.  “They  couldn’t  even 
put  their  lips  on  me.”  Because  of  what  she  had  learned 
with  Elijah  and  Angelina,  Jonathan  was  diagnosed 
early  and  intervention  for  him  began  when  he  was 
eight-  to  nine-months-old. 

Foods  and  Supplements 

As  Karen  began  to  talk  with  others  and  others  reached 
out  to  her,  she  gained  valuable  Information,  Coming 
home  from  the  hospital  after  a  C-section  with 
Jonathan,  she  immediately  began  Elijah  and  Angelina 
on  a  gluten-  and  casein-free  regimen,  feeling  that  there 
was  “no  time  to  waste.”  She  also  included  digestive 
enzymes  and  probiotics,  previously  recommended  to 
her.  Karen  continued  to  give  the  children  other  vita¬ 
mins  and  items  they  had  been  taking,  such  as  B12  and 
cod  liver  oil. 

Four  months  after  she  began  the  gluten-  and  casein- 
free  diet,  “when  everything  came  out  of  their  sys¬ 
tems,”  Elijah  and  Angelina  both  began  to  talk,  she 
says.  They  began  to  learn  shapes  and  “started  telling 
me  colors  and  letters.  It  was  just  amazing.”  They  start¬ 
ed  doing  better  in  their  therapies,  too,  Karen  notes. 
Significantly,  Elijah  started  to  calm  down.  He  “got  a  lot 
better,”  says  Karen, 


A  couple  of  years  later,  when  the  family  arrived  in 
San  Antonio  and  Daniel  went  from  part-time  work  in 
the  Reserve  to  full-time  active  duty,  with  the  advantage 
of  increased  pay  and  TRICARE  (military  healthcare 
services)  benefits  that  covered  therapies,  Karen  began 
giving  the  children  supplements  known  as  glyconutri- 
ents  and  phytonutrients.  A  nurse  had  read  an  article  in 
the  newspaper  about  the  family  and  had  contacted 
Karen  suggesting  that  she  try  these.  It  was  the  third  rec¬ 
ommendation  Karen  had  received  for  the  glyconutri- 
ents  and  phytonutrients,  and  she  decided  to  try  them. 
The  nurse,  Debra,  became  a  friend  and  continues  to 
offer  guidance  and  emotional  support. 

The  diet  and  supplements  had  helped  a  lot  of  their 
physical  Issues,  Karen  says.  The  addition  of  the  gly- 
conutrients  and  phytonutrients  brought  bigger  and 
faster  results,  she  recalls.  “They  started  passing  PT 
(physical  therapy)  goals  and  OT  (occupational  therapy) 
goals  like  crazy,”  as  well  as  ABA  goals,  she  says.  Their 
awareness  and  understanding  improved  as  though  a 
“fog”  had  been  lifted,  “That’s  when  their  Improvement 
went  from  a  little  bit  to  like  that,”  she  gestures.  The 
children  began  to  learn  much  more  rapidly,  requiring 
only  one  repetition  versus  repeated  repetitions  they 
had  previously  required  for  learning.  Karen  saw  a  sig¬ 
nificant  difference  in  the  drawings  that  Elijah  likes  to 
make,  as  they  evolved  from  scribbles  to  recognizable 
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shapes.  Elijah  is  now  able  to  make  detailed  drawings. 

Finding  the  right  foods  was  challenging  and  time  con¬ 
suming.  Angelina  did  not  eat  solid  foods  until  she  was 
two-years-old.  The  children  were  given  rice  milk, 
coconut  milk,  and  potato  milk  in  place  of  dairy  products. 
These  days,  Angelina  and  Jonathan  are  both  now  able  to 
eat  both  gluten  and  dairy  products,  and  Elijah  drinks  rice 
milk,  Karen  tries  to  feed  the  children  as  much  organic 
food  as  possible,  free  of  pesticides,  additives,  and  dyes. 

Karen’s  day  begins  at  4:30  or  5:00  a.m,,  when  she  pre¬ 
pares  the  children’s  supplements,  crushing  some  of 
them  to  make  them  easier  to  take,  then  chasing  the  kids 
around,  if  necessary,  to  give  them  to  them,  she  laughing¬ 
ly  says.  She  prepares  a  hot  breakfast  for  the  children’s  ris¬ 
ing  at  5:30  or  6:00  a.m,  and  continues  getting  ready  for 
the  rest  of  the  day  with  school  and  therapy  schedules. 

The  children  are  in  bed  by  7:00  p.m.,  and  Karen 
describes  herself  as  being  “comatose”  and  in  bed  by 
9:00  p.m. 

Therapies  and  Services 

Karen  and  Daniel  are  pleased  with  their  current  home, 
in  San  Antonio,  Texas,  having  lived  in  Regina,  in  New 
Hampshire,  Florida,  Las  Vegas  and  Carson  City,  Nevada, 
and  Abilene,  Texas.  They  are  happy  with  the  services 
they  have  at  One  for  Autism  in  San  Antonio,  where  all 
of  their  therapies  are  available  in  one  location,  a  far  cry 
from  traveling  from  location  to  location  to  receive  ther¬ 
apies  as  Karen  had  done  in  the  past. 

Karen  had  encountered  trouble  receiving  the  school 
services  she  needed  for  Elijah  in  one  of  the  places 
where  they  had  lived.  He  was  not  making  the  progress 
she  felt  that  he  should  be  making,  and  therapy  was 
only  provided  in  a  group  setting,  not  one-on-one.  In 
this  public  school  setting,  where  Karen  felt  that  staff 
did  not  know  what  to  do  with  kids  with  autism,  Elijah 
displayed  a  lot  of  anger,  throwing  desks,  hitting  people, 
and  crying.  Staff  would  make  him  sit  and  write  and 
would  not  let  him  go  out  for  recess.  This  did  not  seem 
to  alter  the  behaviors.  Back  then,  he  also  used  to  run 
into  his  mother,  knocking  the  wind  out  of  her.  Karen 
sees  a  big  change  now  as  Elijah  receives  more  individ¬ 
ualized  attention  and  therapies. 

When  Daniel  received  orders  to  Abilene,  the  family 
became  eligible  for  TRICARE  benefits  and  ECHO 
(Extended  Care  Health  Option)  and  for  coverage  of  ABA, 
which  they  began  once  they  reached  San  Antonio. 

All  of  the  children  currently  receive  speech,  OT,  and 
ABA  therapies,  and  Elijah  also  receives  RDl® 
(Relationship  Development  Intervention®)  therapy.  They 
all  were  doing  well  enough  to  stop  physical  therapy. 


Interaction  and  Achievement 

It’s  amazing  to  see  Angelina  and  Jonathan  build  a  fort 
together,  where  before  one  child  would  be  “over  here” 
and  the  other  “over  there,”  Karen  notes.  Angelina  gets 
top  marks  in  school.  The  kids  love  to  learn.  And  “they 
retain  things — not  an  autistic  trait,”  says  Karen. 
Jonathan  began  reading  when  he  was  three-years-old. 

Angelina  attends  school  at  their  church  for  a  half 
day,  Monday  through  Friday.  Attendance  is  free.  She 
had  previously  attended  a  public  school,  for  a  full  day, 
but  there  were  22  children  in  the  classroom.  She  would 
return  home  ashen,  says  her  mother.  The  classroom  at 
church  has  11  students,  the  teacher,  and  a  teacher’s 
aide,  and  Angelina  is  thriving. 

In  the  church  classroom,  Angelina  is  “learning  how 
to  be  kind  to  others... how  to  treat  others,  how  you 
want  to  be  treated... and  that  you’re  not  first-you’re 
important,  but  you’re  not  first.”  It  had  been  a  “huge 
thing”  to  take  Angelina  out  of  an  school  children  with 
autism  and  place  her  in  a  typical  environment,  says 
Karen,  But  she  is  flourishing. 

These  days,  Elijah  is  more  attuned  to  others.  He’ll 
say,  “Oh,  sorry,”  if  he  accidentally  hurts  someone.  He’ll 
initiate  play  with  other  children  and  join  in  play. 
Because  he  is  still  making  progress  with  his  speech, 
Karen  will  sometimes  help  out,  letting  other  children 
know,  “He  learns  differently  than  you  do,  but  he  wants 
to  be  your  friend,”  and  typically  children  will  say,  “Oh, 
okay,”  and  play. 

Jonathan’s  speech  is  better  now,  says  Karen,  and  his 
coordination  has  Improved  from  the  days  when  he 
used  to  frequently  fall  over  things.  He  rides  a  bike  with 
training  wheels,  and  he  and  Elijah  interact  like  broth¬ 
ers  more  now,  wrestling  one  another.  He  continues  to 
interact  very  well  with  Angelina. 

The  whole  family  is  now  able  to  go  to  a  movie,  some¬ 
thing  they  had  been  unable  to  do  before. 

Faith  and  Support 

How  do  Karen  and  Daniel  handle  the  magnitude  of  car¬ 
ing  for  three  children  with  autism?  With  reliance  on 
one  another  and  their  faith.  “1  couldn’t  do  this  by 
myself.  There’s  no  way.  No  way,”  says  Karen,  “He’s 
[Daniel’s]  my  biggest  cheerleader.  1  cry  on  his  shoul¬ 
ders.  And  then  he  just  encourages  me,  and  says,  ‘We’ve 
come  this  far,  you  can  do  it.  You’re  doing  such  a  good 
job.’”  Daniel  describes  himself  as  Karen’s  “biggest  fan,” 
“He’s  my  fuel,”  says  Karen.  As  one  would  expect  from 
a  chaplain,  he’ll  say,  ‘You  can  do  all  things  through 
Christ  who  strengthens  you.’  And  I’ll  say,  ‘Really?  1 
guess  you’re  right.’” 
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Diet  and  Supplementation — ^For 
Some  Families, 

Part  of  the  Treatment  Plan 

By  Maria  Caroff 

Talk  with  a  family  with  a  child  with  autism,  ADHD,  or  another  challenging  develop¬ 
mental  or  behavioral  diagnosis  or  disability,  and  often  you  will  find  that  at  least  one 
family  member  is  tuned  to  the  possibility  of  nutrition  as  a  potential  factor  in  their 
child's  health  and  progress.  Anguish,  confusion,  personal  research,  and  word  of 
mouth  are  powerful  forces  behind  a  parent  seeking  the  best  possible  outcome  for 
their  child. 

Some  of  the  first  steps  that  families  take  may  seem  simple  by  choice,  yet  require 
discipline  and  planning  in  their  execution.  Some  families  will  eliminate  gluten, 
wheat,  barley,  rye,  spelt,  Kamut,  triticale,  and  sometimes  oats  and/or  casein  (dairy 
products). 

Supplementation  with  items  such  as  glyconutrients,  phytonutrients,  and/or  pro¬ 
biotics  is  another  choice  families  sometimes  make. 

Glyconutrients 

Glyconutrients  (glyco  —sugar;  nutrient-source  of  nourishment)  refers  to  eight  sug¬ 
ars  (saccharides).  Glycoproteins  are  sugar  molecules  attached  to  protein  molecules. 
They  help  cells  within  the  body  to  communicate  with  each  other.  People  who 
believe  in  the  efficacy  of  glyconutrients  maintain  that  the  average  diet  lacks  suffi¬ 
cient  nutrition  and  that  glyconutrients  help  to  form  the  necessary  and  important 
glycoproteins  essential  for  good  health. 

Animal  studies  do  indicate  possible  health  benefits  from  supplementation  with 
glyconutrients,  but  there  is  insufficient  research  to  support  this  assertion  for 
humans.  The  lack  of  sufficient  research  makes  it  difficult  to  establish  benefits  as 
well  as  risks,  and  supplements  are  not  regulated  by  the  Food  and  Drug 
Administration.  With  the  lack  of  research,  the  medical  community  at  this  juncture 
is  for  the  most  part  not  endorsing  these  products. 

This  is  where  families  often  make  a  decision  based  upon  trusted  friends  or 
other  sources  when  attempting  to  move  forward  with  the  best  care  they  can 
gather  for  their  child.  People  relay  experiences  with  these  products  in  which  they 
describe  significant  improvement  in  physical  and  behavioral  health,  as  well  as  in 
mental  clarity.  This  is  powerful  anecdotal  information,  especially  when  it  comes 
to  caring  for  your  child. 

Phytonutrients 

Phytonutrients  (p/iyfo-plant)  or  phytochemicals  are  organic  components  of  plants, 
and  are  found  in  fruits,  vegetables,  legumes,  nuts,  grains,  and  teas.  As  a  result  of 
a  variety  of  scientific  studies,  they  are  recognized  by  the  mainstream  medical  com¬ 
munity  as  being  beneficial  to  human  health.  Some  of  these  phytochemicals  appear 
to  protect  humans  against  heart  disease  and  certain  cancers,  as  well  as  age-related 
macular  degeneration.  Phytonutrients  are  believed  to  enhance  cell-to-cell  commu¬ 
nication,  act  as  antioxidants,  repair  DNA  damage  caused  by  smoking,  and  enhance 
immune  response,  among  other  benefits.  Phytonutrients  include  carotenoids  (the 
red,  orange,  and  yellow  pigments  found  in  fruits  and  vegetables)  and  flavonoids, 
among  other  classes.  Flavonoids  are  also  found  in  fruits  and  vegetables,  as  well  as 
soybeans.  Multiple  studies  appear  to  substantiate  the  claim  of  phytonutrients  for 
good  health.  Advocates  recommend  obtaining  the  benefits  of  phytonutrients  pri¬ 
marily  from  the  foods  that  contain  them.  People  who  believe  in  the  effectiveness 
of  supplements  may  make  a  choice  to  use  phytonutrient  supplements. 

Probiotics 

Probiotics  are  foods  or  supplements  that  contain  "good"  bacteria  found  normally 
in  the  body.  It  is  believed  that  these  microorganisms  may  aid  digestion  and  help  to 
protect  against  some  bacteria  that  is  harmful.  Considerable  research  is  being  done 
with  probiotics,  with  an  eye  toward  determining  whether  they  can,  when  taken  as 
food  or  supplements,  help  to  treat  or  prevent  illness  such  as  diarrhea  after  treat¬ 
ment  with  antibiotics,  vaginal  yeast  infections,  and  other  ailments.  Probiotics  cur¬ 
rently  being  studied  include  lactobacillus  acidophilus,  bifidobacterium,  enterococ¬ 
cus,  and  Saccharomyces  boulardii.  The  medical  community  is  interested  in  the 
potential  of  these  microorganisms  for  providing  another  avenue  to  good  health. 

When  it  comes  to  your  family's  health,  it's  a  personal  choice.  Consulting  with 
professionals,  gathering  information  from  other  trusted  and  reliable  sources,  con¬ 
sidering  safety,  discussing  your  options,  and  establishing  your  goals  all  will  help  you 
to  move  toward  a  decision  that  works  best  for  you  and  your  family.  It  is  crucial  that 
parents  share  with  physicians  all  supplements  that  are  being  used  to  prevent  unin¬ 
tended  interactions  with  prescribed  medications.  This  way,  a  team  approach  can 
help  to  ensure  safety  and  optimal  benefit  of  treatments.  Ongoing  diligence, 
research,  and  attention  to  the  effects  of  your  choices  should  help  to  move  you  in 
the  healthy  direction  you  seek  for  your  family. 


Finding  Their  Wav 


At  the  same  time,  Daniel,  says,  “There  are  times 
when  we  just  kind  of  need  to  be  quiet... or  just  totally 
frustrated  and  we  need  to  work  through  that.” 

The  experience  is  hard-physically,  emotionally, 
financially,  and  spiritually,  says  Karen.  “It’s  overwhelm¬ 
ing.  You  don’t  get  enough  sleep.  You  don’t  eat  right.  If  I 
didn’t  have  God  in  my  life  to  help  me.  . . .  His  hand  has 
been  in  this  the  whole  way.”  Karen  and  Daniel  both 
note  that  people  have  been  brought  into  their  lives  just 
when  they  needed  them. 

Daniel  recalls  that  they  had  lived  right  across  the 
street  from  the  lead  commander.  Colonel  (now 
Brigadier  General)  Jonathan  George,  when  they  were  at 
Dyess  Air  Force  Base  in  Abilene.  “He  saw  our  family,” 
says  Daniel.  “He  saw  how  we  interacted.  He  was  a  real 
proponent  for  us.”  He  brought  all  of  the  commanders 
together  to  discuss  the  family’s  situation.  “He  called 
them  all  together  because  he  realized  here  was  a  need 
that  wasn’t  being  met.”  Colonel  Schuyler  Geller,  the 
medical  group  commander,  “really  went  to  bat  for  us,” 
too,  Daniel  says.  Colonel  Geller,  whom  Daniel  describes 
as  “brilliant,”  started  making  phone  calls.  “His  compas¬ 
sion  is  just  as  big  as  his  brain,”  he  says. 

As  for  the  myriad  challenges,  Daniel  says,  “What  are  we 
going  to  do?  Stop?  What  happens  if  you  stop?”  It’s  about 
the  children’s  future.  “We  can’t  just  give  up  and  say  check 
us  into  a  mental  institution.”  Yet,  “there  are  times  when 
you  feel  like  you’re  at  your  wit’s  end,”  he  says.  “Like  road 
kill,”  Karen  chimes  in.  “And  the  car  comes  back  over  you 
again,”  she  laughs.  But  “throughout  the  New  Testament,” 
says  Daniel,  “it  says  that  Jesus  had  compassion  on  them. 
We  spend  a  lot  of  time  on  Intervention.  We  certainly 
don’t  neglect  what’s  the  source  of  the  healing  and  the 
strength.  God  uses  doctors.  God  uses  One  for  Autism. 
Ultimately,  we  credit  Him,  God  has  given  me  a  new  min¬ 
istry.  People  come  to  me,  and  I  am  able  to  encourage 
them  because  of  what  we’re  doing.”  Daniel  notes  that  he 
has  had  strong  support  from  his  base  leadership  and 
from  his  fellow  chaplains. 

“It  hurts!”  Daniel  admits,  “but  it’s  for  the  benefit  of 
others,  and  it’s  for  the  glory  of  God.”  There  is  precedent 
for  what  Karen  and  Daniel  face,  the  chaplain  notes,  cit¬ 
ing  a  passage  from  scripture  regarding  receiving  and 
giving  comfort.  He  gets  his  Bible  and  reads:  “Blessed  be 
the  God  and  Father  of  our  Lord  Jesus  Christ,  the  Father 
of  mercies  and  God  of  all  comfort,  who  comforts  us  in 
all  our  tribulation,  that  we  may  be  able  to  comfort 
those  who  are  in  any  trouble,  with  the  comfort  with 
which  we  ourselves  are  comforted  by  God.  For  as  the 
sufferings  of  Christ  abound  in  us,  so  our  consolation 
also  abounds  through  Christ,  Now  if  we  are  afflicted,  it 
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is  for  your  consolation  and  salvation,  which  is  effective 
for  enduring  the  same  suffering  which  we  also  suffer. 
For  if  we  are  comforted,  it  is  for  your  consolation  and 
salvation.  And  our  hope  for  you  is  steadfast,  because 
we  know  that  as  you  are  partakers  of  the  suffering,  so 
also  you  will  partake  of  the  consolation.” 

Thus  Daniel  and  Karen  pass  on  the  comfort  they 
have  been  given.  So  many  moms  spent  hours  with  her 
from  the  beginning,  sharing,  and  saying  to  call  this  per¬ 
son  or  call  that  person,  says  Karen.  And  you  learn  it’s 
“just  what  you  do.  You  reach  back  and  help  other  peo¬ 
ple,”  and  let  them  know  that  there  is  hope. 

The  family  attends  church  twice  each  week,  and 
Karen  sees  the  benefit  for  the  children  in  the  support 
they  receive  from  other  church  members  and  from 
what  they  are  being  taught. 

What  They've  Learned 

“It’s  easier  to  see  the  grace  when  it’s  quiet,”  Daniel 
says.  “When  you’re  going  through  it,  you  wonder  when 
it’s  going  to  stop.”  Sometimes  the  expression  ‘God 
won’t  give  you  more  than  you  can  handle’  sounds  trite, 
he  says,  “but  at  the  end  of  the  day  we’re  still  alive,  and 
we’re  still  standing,” 

Sometimes,  when  the  family  is  in  public,  Karen  and 
Daniel  can  feel  discouraged.  As  they  see  other  chil¬ 
dren,  they  sometimes  feel,  “We  still  have  so  far  to  go,” 
says  Karen.  But  “when  you’re  looking  at  that,  you’re 
forgetting  how  far  you’ve  come.” 

As  they  continue  their  efforts  and  interventions  for 
their  children  and  see  the  results,  “it’s  like  peeling  the 
layers  back  on  the  autism  to  find  the  person  under¬ 
neath,”  Karen  says.  What  has  she  found?  “They’re 
beautiful  people.” 

Deliberate  Cheices 

The  children  get  along  well.  “They  don’t  fight,”  says 
Karen.  She  and  Daniel  are  judicious  about  what  they 
allow  the  children  to  watch  on  television  and  on 
videotape.  They  typically  choose  educational  or 
Christian  programs  and  some  mainstream  programs. 
The  children  don’t  see  people  hurting  each  other,  says 
Karen,  and  they  don’t  see  children  acting  out.  They 
watch  educational  and  musical  videos.  They  don’t 
watch  scary  things.  They’re  watching  videos  that 
“build  up  family  and  build  up  Mom  and  Dad-Mom 
and  Dad  aren’t  stupid,”  she  says,  “So  they’re  very  good 
kids.  They  have  so  much  catching  up  to  do  that  I  want 
all  their  time  to  be  effective,”  she  says. 

Choosing  a  certain  type  of  care  for  the  children  is 
deliberate,  and  sacrifices  do  need  to  be  made.  The  fam¬ 


ily  does  not  go  on  vacations.  All  the  money  goes  to  sup¬ 
plements,  says  Karen.  “It  takes  a  lot,  because  kids  with 
autism  are  really  sick,”  Also  sacrificed  are  coffees, 
movies,  dinners.  It’s  all  about  our  kids,  Karen  notes, 
about  their  future. 

Family  time,  says  Daniel,  involves  devotions  and 
reading  the  Bible  together.  “We  sing;  we  pray,”  he  says, 

Karen  and  Daniel  feel  good  about  the  children’s 
attendance  at  One  for  Autism,  a  center  for  children 
with  autism  and  other  developmental  delays  (see  the 
April  2007  issue  of  EP  for  a  story  on  One  for  Autism). 
All  of  their  therapies  are  centered  there,  and  they 
have  the  benefit  of  interacting  with  both  typical  and 
non-typical  children. 

The  Future 

Given  to  ready  smiles  and  laughter,  Karen  is  devoted  to 
a  full  spectrum  of  care  for  her  children.  “I  just  have  my 
eyes  on  full  recovery,”  says  Karen.  “I’m  not  going  to  set¬ 
tle  for  anything  less.” 

Both  Karen  and  Daniel  demonstrate  strong  dedica¬ 
tion  and  hopes  for  the  future  of  their  children.  They’ve 
traveled  an  arduous  path,  but  the  children’s  progress  is 
obvious  in  their  behaviors  and  interactions  both  with¬ 
in  the  family  and  outside  of  it. 

So,  listen.  There  is  more  music  just  waiting  to  be 
heard.  And  look.  There  is  more  artistry,  waiting  to  be 
revealed.  • 
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I  United  States  Military  Sectien 

Consideraaons  for  the  Military 
Child  with  Special  Needs 
Transidoning  to  Adulthood 

I  By  Glenda  Lewis-Fleming 


United  States  military  members  risk 


Transition  is  a  dynamic  lifelong  process  that  seeks  to 
meet  individual  needs  as  a  person  with  disabilities  moves 
from  childhood  to  adulthood.  Per  laws  in  most  states, 
once  an  individual  becomes  18  years  of  age  that  person  is 
considered  an  adult  regardless  of  the  level  of  his  or  her 
disability  Initiating  planning  for  adult  living  activities 
and  financial  support  is  crucial  while  the  child  is  still  a 
minor.  This  article  discusses  a  strategy  developed  by  the 
Naval  Medical  Center  Portsmouth  Neurodevelopmental 
Pediatric  Department  to  address  transition  for  military 
children  with  disabilities  and  other  special  needs.  It  pro¬ 
vides  an  overview  of  unique  military  considerations, 
including:  continuing  TRICARE  benefits.  Exceptional 
Family  Member  Program  (EFMP)  eligibility  after  age  18, 
and  respite  benefits  through  Extended  Health  Care  Option 
(ECHO).  It  discusses  legal,  financial,  academic/lifestyle, 
community  resources,  and  self-advocacy  considerations. 
It  concludes  with  lessons  learned  from  information 
obtained  from  special  needs  families  and  unprecedented 
quarterly  transition  forums. 
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their  lives  all  over  the  globe  defending  America’s  free¬ 
doms.  The  military  prepares  and  requires  members  to 
be  mission  ready.  Mission  readiness  entails  long  work 
hours,  frequent  assignments  away  from  home  and 
family,  and  the  need  to  be  ready  for  deployment  at  any 
moment,  particularly  in  support  of  the  global  war  on 
terror.  Combining  military  requirements  with  responsi¬ 
bilities  of  family  life  and  the  added  time  and  attention 
required  to  parent  a  child  with  disabilities  can  be  com¬ 
plex.  Data  gathered  from  the  headquarters  offices  of 
the  Military’s  Exceptional  Family  Member  Programs 
(EFMPs)  reflect  that  there  are  an  estimated  91,204 
active  duty  sponsors  (military  service  personnel)  who 
have  a  family  member  with  special  medical  or  educa¬ 
tional  needs.  Children  with  disabilities  or  with  chronic 
conditions  generally  require  more  frequent  utilization 
of  healthcare  and  related  services  than  children  in  gen¬ 
eral.  For  the  military  family  with  a  child  with  disabili¬ 
ties,  early  attention  to  transition  planning  for  the 
child’s  lifelong  quality  of  life  can  prove  invaluable. 

Transition  can  be  defined  as  an  individualized  and 
coordinated  lifelong  process  focused  on  Improving  the 
personal.  Interpersonal,  and  functional  circumstances 
and  achievements  of  an  individual  with  disabilities  as 
that  person  progresses  from  one  life  passage  to  anoth¬ 
er.  It  takes  into  account  one’s  strengths,  abilities,  skills, 
potential,  needs.  Interests,  preferences,  and  personal 
and  occupational  goals.  The  American  Academy  of 
Pediatrics  notes  that  for  those  with  disabilities  or  spe¬ 
cial  healthcare  needs,  healthcare  transition  is  a  dynam¬ 
ic  process  (American  Academy  of  Pediatrics,  2003).  The 
goal  is  to  maximize  lifelong  functioning  and  potential 
through  the  provision  of  high-quality,  developmentally 
appropriate  healthcare  services  that  continue  uninter¬ 
rupted  throughout  the  lifespan. 


National  laws  provide  protection  for 
persons  with  disabilities.  The  Americans 
with  Disabilities  Act  (ADA),  the  nation’s 
first  comprehensive  civil  rights  law  for 
people  with  disabilities,  provided  protec¬ 
tions  against  discrimination  for  people 
with  disabilities.  The  ADA  ensures  equal 
opportunity  in  employment,  state,  and 
local  government  services  and  programs, 
places  of  public  accommodations,  public 
and  private  transportation,  and  telecom¬ 
munications.  The  Individuals  with 
Disabilities  Education  Act  (IDEA),  the 
nation’s  special  education  law,  provides 
transition  planning  for  students  with  dis¬ 
abilities.  IDEA  requires  that,  to  the  extent 
possible,  children  with  disabilities  be 
entitled  to  the  same  educational  experi¬ 
ence  as  their  non-disabled  peers.  The 
2004  amendments  to  this  federal  statute 
required  appropriate  transition  goals  in 
the  Individualized  Education  Program 
(lEP)  beginning  not  later  than  the  first  lEP, 
to  be  in  effect  when  the  child  is  16  and 
updated  annually  thereafter.  The  federal 


No  Child  Left  Behind  (NCLB)  Act  of  2001 
also  affects  the  education  of  children  with  disabilities 
and  special  needs.  Section  504  of  the  Rehabilitation 
Act  emphasizes  that  “no  otherwise  qualified  individ¬ 
ual  with  a  disability  in  the  United  States,  as  defined  in 
section  7(20),  shall,  solely  by  reason  of  her  or  his  dis¬ 
ability,  be  excluded  from  the  participation  in,  be 
denied  the  benefits  of,  or  be  subjected  to  discrimina¬ 
tion  under  any  program  or  activity  receiving  Federal 
financial  assistance  or  under  any  program  or  activity 
conducted  by  any  Executive  agency  or  by  the  United 
States  Postal  Service.”  The  Department  of  Defense 
(DoD)  has  policies  and  instructions  (DoDD  1020.1  and 
DoDl  1342.12)  that  include  information  to  families 
and  professionals  regarding  nondiscrimination  of 
individuals  with  disabilities  as  well  as  available  edu¬ 
cation  and  services. 

From  a  healthcare  perspective.  Healthy  People  2010 
established  the  goal  that  all  young  people  with  special 
healthcare  needs  receive  the  services  needed  to  make 
necessary  transitions  to  all  aspects  of  adult  life,  includ¬ 
ing  healthcare,  work,  and  independent  living.  Healthy 
People  is  a  national,  10-year  plan  intended  to  guide 
federal,  state,  local,  private,  and  community  health  pro¬ 
motion  and  wellness  activities  and  policies  to  improve 
the  health  of  Americans. 


Naval  Medical  Center  Portsmouth 
Neurodevelopmental  Pediatric  Department 

The  Neurodevelopmental  Pediatric  Department  at 
Naval  Medical  Center  Portsmouth  provides  compre¬ 
hensive  services  for  infants  and  children  who  have  dis¬ 
abilities  and/or  complex  medical  needs.  Conditions 
include  but  are  not  limited  to:  autism  spectrum  disor¬ 
ders,  learning  disabilities,  attention  deficit  hyperactivi¬ 
ty  disorder  (ADHD),  developmental  delays,  cerebral 
palsy,  or  other  neuromotor  delays.  The  department’s 
overall  goal  is  to  assist  military  children  with  special 
needs  reach  their  optimal  level  of  quality  of  life  and 
promote  self-esteem  and  independence,  as  well  as 
minimize  health  consequences  when  the  military  ben¬ 
eficiary  fails  to  meet  developmental  milestones.  Staff 
includes:  three  neurodevelopmental  pediatricians,  an 
occupational  therapist,  a  physical  therapist,  a  clinical 
psychologist,  two  speech  therapists,  hospital  corps- 
men,  an  office  manager  and  assistant,  a  management 
analyst,  and  a  volunteer  educational  consultant.  The 
developmental  pediatricians,  with  special  training  in 
diagnosing  children  with  different  developmental  pat¬ 
terns,  conduct  a  thorough  evaluation  of  the  child’s 
health  and  development,  known  as  the  neurodevelop¬ 
mental  assessment.  Children  are  followed  long-term 
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and  provided  with  comprehensive  lifestyle  counseling 
regarding  education,  socialization,  family  involvement, 
and  healthcare  specific  to  their  developmental  and 
chronological  age. 

In  2005,  the  Neurodevelopmental  Pediatric 
Department  providers  received  numerous  inquiries 
from  families  concerning  preparations  and  planning  as 
their  children  transition  into  adulthood,  which  resulted 
in  an  increased  emphasis  on  transitional  issues  and 
transitional  planning.  The  department  conducted  a 
comprehensive  literature  review  and  contacted  local, 
state,  and  federal  agencies  to  obtain  insights  and  guid¬ 
ance  on  how  best  to  fully  address  the  issue  of  transi¬ 
tion.  From  this  review  of  literature  and  networking,  the 


department  developed  a  two-page  flyer  entitled, 
“Information  at  Your  Fingertips:  Consideration  for  the 
Military  Special  Needs  Child  Transitioning  to 
Adulthood.”  Parents  were  provided  this  document  as 
initial  information  regarding  their  beneficiary  with 
special  needs  transitioning  into  adulthood.  In  January 
2006,  the  first  Special  Needs  Transition  Forum  was 
established  in  response  to  transition-related  inquiries 
the  Department  continued  to  receive  from  parents. 

Design  and  Implementation  of  the  Special  Needs  Transition  Forum 

The  Neurodevelopmental  Pediatric  Department  at 
Naval  Medical  Center  Portsmouth  maintains  a  data¬ 


base  of  beneficiaries  served.  The  TRICARE  Defense 
Enrollment  Eligibility  Reporting  System  (DEERS),  a 
computerized  database  of  military  sponsors,  families, 
and  others  worldwide  who  are  entitled  under  the  law 
to  TRICARE  benefits,  was  checked  to  determine  local 
eligibility  of  potential  beneficiaries.  Invitations  were 
mailed  to  eligible  families.  Subject  matter  experts 
from  applicable  military  and  community  agencies 
were  invited  to  serve  as  speakers.  Approximately  70 
persons  were  in  attendance  at  the  first  forum,  which 
exceeded  staff  expectations.  The  forum  was  rated  by 
attendees  as  highly  successful.  A  second  forum  was 
hosted  in  May  2006.  The  second  forum  was  modified 
to  include;  families  of  children  with  disabilities, 
regardless  of  age;  more  agency  participa¬ 
tion;  and  a  parents’  panel.  A  single-parent 
military  officer  shared  his  journey  and  les¬ 
sons  learned  in  working  with  his  child 
with  disabilities  on  the  path  to  adulthood. 
Utilizing  feedback  from  both  forums’ 
attendees,  the  department  designed  a 
template  and  established  quarterly 
forums.  Specific  topics  were  identified  as 
key  issues  for  every  forum.  An  overview  of 
prioritized  topics  is  presented  below. 

Military  Health  Benelits: 

Continuation  of  TRICARE 

TRICARE  is  the  health  benefit  program  for 
all  seven  uniformed  services:  the  Navy, 
Marine  Corps,  Army,  Air  Force,  Coast 
Guard,  Public  Health  Service,  and  the 
National  Oceanic  and  Atmospheric 
Administration.  Unmarried  children  up  to 
age  21  (Including  stepchildren  who  are 
adopted  by  the  sponsor)  are  covered  by 
TRICARE,  even  if  the  spouse  gets  divorced 
or  remarried.  A  child  age  21  or  older  may  be  covered  if 
he  or  she  has  severe  disabilities  and  the  condition 
existed  prior  to  the  child’s  21st  birthday — or,  if  the  con¬ 
dition  occurred  between  the  ages  of  21  and  23  while 
the  child  was  enrolled  in  a  full-time  course  of  study  in 
an  approved  institution  of  higher  learning  and  is,  or 
was  at  the  time  of  the  sponsor’s  death,  dependent  on 
the  sponsor  for  more  than  one-half  of  his  or  her  sup¬ 
port.  A  child  may  also  be  covered  up  to  the  23rd  birth¬ 
day  if  he  or  she  is  in  school  full-time.  In  order  for  the 
child  to  continue  benefits,  every  year  the  sponsor  must 
ensure  that  the  special  needs  family  member  is  listed 
in  DEERS  as  being  eligible  for  military  healthcare  ben- 
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efits.  To  extend  military  ID  card  privileges  for  unmar¬ 
ried  children  with  disabilities  who  are  over  age  21, 
sponsors  should  contact  their  appropriate  Services 
personnel  command: 

•  Navy  families,  contact  the  Navy  Personnel 
Command  (PERS-312D)  at  (901)  874-3360  or  DSN  882- 
3360. 

•  Air  Force  families,  contact  the  local  servicing 
Military  Personnel  Flight  Customer  Service  Section. 

•  Army  families,  contact  the  Defense  Finance  and 
Accounting  Office  at  (317)  510-2774  or  DSN  699-2774. 

•  Coast  Guard  families,  contact  the  Family  Resource 
Specialist  or  Family  Advocacy  Specialist  at  the  local 
Integrated  Support  Command  (ISC). 

•  Marine  Corps  families,  contact  Headquarters  U.S. 
Marine  Corps,  Manpower  and  Reserve  Affairs  (MRP-1) 
at  (703)  784-9529  or  DSN  278-9529. 

For  additional  information,  see  the  TRICARE 
Handbook,  www.trlcare.osd.mil,  or  contact  the 
Managed  Care  Support  Contractor  (MCSC)  for  your 
region.  If  the  individual  with  disabilities  or  other  spe¬ 
cial  needs  no  longer  qualifies  for  TRICARE  benefits, 
they  should  contact  the  local  Social  Security 
Administration  Office  or  Human/Social  Services 
Department  for  assistance  from  federal  and  state  pro¬ 
grams  such  as  Social  Security  and  Medicaid. 

Continuation  of  Exceptionai  Famiiy  Member 
Program  [EFMPlEiigibitity 

Each  uniformed  service  has  an  EFMP  or  Special  Needs 
Program  -  a  mandatory  enrollment  program  for  active 
duty  service  members  (ADSMs)  who  have  a  family 
member  with  chronic  medical,  behavioral  health, 
and/or  special  educational  needs.  The  objective  of  the 
EFMP  is  to  assess,  document,  and  code  the  special  edu¬ 
cation  and  medical  needs  of  eligible  family  members. 
Assessing  the  family  member’s  needs  during  the 
assignment  process  is  aimed  at  ensuring  optimum  use 
of  Permanent  Change  of  Station  (PCS)  moves  by  taking 
into  consideration  the  needs  of  the  military,  the  service 
member’s  career  needs,  and  the  special  needs  of  the 
family.  As  long  as  the  need  exists  and  the  sponsor 
remains  on  active  duty,  the  special  needs  member  con¬ 
tinues  to  be  eligible  for  EFMP.  For  more  information 
about  the  EFMP,  visit  the  MllitaryHOMEFRONT  Web 
site  at  http://www.mllitaryhomefront.dod.mil. 

The  TRICARE  Extended  Care  Health  Optien  (ECHOI  and  Respite 

ECHO  is  a  supplemental  program  to  the  TRICARE  Basic 
Program.  TRICARE  ECHO  requires  all  eligible  benefici¬ 


aries  to  enroll  in  their  Service-specific  EFMP  and  to 
register  with  their  regional  Managed  Care  Support 
Contractor  to  obtain  ECHO  benefit  authorization. 
ECHO  is  available  only  to  eligible  active  duty  family 
members.  Qualifying  conditions  Include  moderate  or 
severe  mental  retardation,  a  serious  physical  disability, 
or  an  extraordinary  physical  or  psychological  condi¬ 
tion  of  such  complexity  that  the  beneficiary  is  home- 
bound.  ECHO  provides  additional  financial  resources 
for  an  integrated  set  of  services  and  supplies  designed 
to  assist  in  the  reduction  of  the  disabling  effects  of  the 
beneficiary's  condition.  The  program  offers  two  types 
of  respite  care  benefits:  1)  Respite  Care  -  16  hours  per 
month  when  the  beneficiary  is  receiving  other  author¬ 
ized  ECHO  benefits;  and  2)  ECHO  Home  Health  Care 
(EHHC)  Respite  care,  which  may  provide  up  to  40  hours 
per  week  (eight  hours  per  day,  five  days  per  week)  if 
the  beneficiary  is  homebound. 

Respite  refers  to  care  provided  to  the  patient  in  order 
that  his  or  her  family  may  take  a  break  from  the  dally 
routine  of  caregiving.  Providing  a  break  in  the  dally 
routine  may  help  caregivers  to  relax  for  a  while  and 
come  back  revitalized  and  better  able  to  care  for  their 
family  member  [GAO/HRD-90-125,  September  1990]. 
The  National  Information  Center  for  Children  and 
Youth  with  Disabilities  (1998)  refers  to  respite  as  “a  gift 
of  time”  and  notes  that  respite  can  provide  the  child 
opportunities  to  build  new  relationships  and  move 
toward  independence.  A  Web  site  that  identifies  poten¬ 
tial  respite  resources  in  every  state  is  available  at 
http://www.respitelocator,org/index.htm.  The 

Community  Services  Board  in  each  city  may  serve  as  a 
resource  for  added  information  about  respite  services 
available  within  a  particular  locality. 

Legal  Considerations 

Attorneys  with  the  Naval  Legal  Service  Offices  con¬ 
ducted  the  legal  considerations  session  at  the  Special 
Needs  Transition  Forum.  Prominent  issues  discussed 
were  guardianship  and  special  needs  trust.  The  attor¬ 
neys  emphasized  that  when  a  child  with  disabilities 
reaches  the  age  of  majority  (which  in  most  cases  is  the 
age  of  18  but  may  vary  from  state  to  state),  the  child’s 
parents  do  not  automatically  remain  their  child’s 
guardian.  Regardless  of  the  severity  of  a  person’s  dis¬ 
ability,  at  the  age  of  majority,  all  people  -  including 
those  with  cognitive,  intellectual,  and  developmental 
disabilities  -  legally  become  adults.  Many  adults  with 
disabilities  do  not  require  a  guardian.  Many  people 
with  varying  degrees  of  intellectual  or  physical  disabil- 
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ities  can  manage  their  own  affairs  with  informal  assis¬ 
tance  and  guidance  from  family  and  friends.  For  others, 
the  degree  of  impairment  makes  consideration  of  for¬ 
mal  guardianship  essential.  Guardianship  is  a  judicial 
determination  made  in  a  court  of  law  and  is  a  serious 
matter  because  it  is  viewed  as  a  limitation  of  a  person’s 
independence  and  rights.  Experts  on  guardianship 
report  that  it  is  an  avenue  to  pursue  if  the  person’s  par¬ 
ents,  doctor,  teachers,  psychologist,  and  other  appro¬ 
priate  caregivers  or  service  providers  agree  that  the 
individual  is  incapable  of  making  informed  decisions 
without  appropriate  guidance  and  information.  When 
deemed  necessary,  the  guardianship  process  should  be 


initiated  several  months  prior  to  the  18th  birthday. 
Every  state  has  its  own  specific  laws  on  guardianship, 
and  it  is  essential  that  families  become  aware  of  the 
specific  requirements  of  the  state  in  which  they  reside. 
To  begin  guardianship  proceedings,  a  Petition  for 
Guardianship  must  be  filed  with  the  court  in  the  coun¬ 
ty  in  which  the  individual  lives.  If  the  individual  lives  in 
a  residential  school,  it  can  also  be  filed  in  the  county  in 
which  the  parents  live.  Depending  upon  Issues  that 
arise,  this  process  may  take  months  to  complete. 

Another  vital  legal  issue  for  discussion  is  the  consid¬ 
eration  of  establishing  a  special  needs  trust.  A  special 
or  supplementary  needs  trust  offers  families  a  reliable 
way  of  safeguarding  their  child’s  eligibility  for  benefits. 


while  also  providing  for  additional  needs  not  covered 
by  the  government.  The  parent(s)  must  select  a  trustee 
to  manage  the  trust.  A  special  needs  trust  enables  the 
trustee  to  pay  for  everything  from  personal  needs  to 
recreational  activities  to  technology  to  help  the  child 
navigate  through  his  or  her  world.  Rather  than  the  spe¬ 
cial  needs  Individual  receiving  direct  bequests,  the  trust 
serves  as  the  recipient  of  all  inheritances  or  gifts. 
Grandparents,  other  relatives,  and  friends  planning  to 
leave  a  gift  or  bequest  to  the  special  needs  child  may 
best  assist  by  directing  the  gift/bequest  to  the  special 
needs  trust.  A  trustee  and  a  guardian  are  not  one  and 
the  same.  Trustees  oversee  trusts;  guardians  or  conser¬ 
vators  handle  personal  and  legal  affairs.  It  is 
imperative  that  the  parent  work  with  a 
qualified  lawyer  in  setting  up  the  child’s 
special  needs  trust.  Some  advocates  have 
recommended  that  parents  not  have  the 
child  with  a  disability  as  the  benefactor  of 
their  insurance  policies  or  hold  excessive 
cash  (over  $2,000)  in  his  or  her  own  name. 
Military  Survivor  Benefit  Plan  (SBP)  annu¬ 
ities;  Servicemen’s  Group  Life  Insurance 
(SGLI);  Dependency  and  Indemnity 
Compensation  (DIG);  and  death  gratuity 
payments  can  have  an  Impact  on  commu¬ 
nity,  state,  and  federal  benefits  that  may  be 
available  to  surviving  children  with  disabil¬ 
ities.  An  experienced  planning  advisor  may 
be  needed  to  balance  adequate  provisions 
for  the  person  with  a  disability  and  the  rest 
of  the  family.  Laws  concerning  guardian¬ 
ships  and  estates  vary  from  state  to  state. 
Service-specific  military  legal  services 
departments  may  be  able  to  provide  the 
military  family  with  guidance  and  direc¬ 
tion.  When  consulting  an  attorney,  it  is 
advisable  for  families  to  seek  an  attorney  with  expert¬ 
ise  in  disability  laws  and  special  needs  issues. 

Financial  Considerations 

Parents/advocates  must  be  aware  that  there  is  a  multi¬ 
tude  of  programs  designed  to  provide  financial  support 
for  individuals  with  disabilities.  “Deciphering  govern¬ 
ment  disability  benefits  is  like  trying  to  untangle  an 
enormous  knot.  To  uncover  what  you  may  or  may  not 
qualify  for,  you  will  have  to  persevere  and  call  on  all 
your  patience”  (With  Open  Arms,  2002).  Government 
benefit  programs  include;  Medicaid,  Medicaid  Waiver 
Programs,  Medicare,  Title  V  -  Children  with  Special 
Health  Care  Needs  (CSHCN),  state-mandated  insurance 


programs,  and  non-medical  benefits  from  Social 
Security  available  to  children  with  disabilities,  includ¬ 
ing  Supplemental  Security  Income  (SSI)  or  Social 
Security  Disability  Insurance  (SSDI).  Every  state  admin¬ 
isters  its  own  Medicaid  programs  and  varying  levels  of 
uniformity  exist  from  state  to  state  as  well  as  from 
locality  to  locality.  Special  needs  families  must  apply 
and  qualify  for  benefits  in  the  state  where  the  special 
needs  member  resides.  It  may  be  beneficial  for  families 
leaving  the  military  before  retirement  (and  without 
health  Insurance)  to  contact  the  State  Children's  Health 
Insurance  Programs  (SCRIP)  for  information  on  bene¬ 
fits  for  minor  children. 

SSI  is  a  federal  income  supplement  program  fund¬ 
ed  by  general  tax  revenues  (not  Social  Security 
taxes).  It  is  designed  to  help  people  who  are  aged, 
blind,  or  who  have  disabilities  who  have  little  or  no 
income.  It  provides  cash  to  meet  basic  needs  for 
food,  clothing,  and  shelter.  SSI  benefits  are  not  based 
on  an  individual’s  prior  work  or  a  family  member’s 
prior  work.  SSI  benefits  are  available  to  children  with 
disabilities  under  age  18  whose  disability  is  expected 
to  last  more  than  12  months  or  result  in  death  and 
whose  parents’  income  and  resources  are  limited. 
When  the  child  with  special  needs  has  been  denied 
SSI  and  the  child  is  unable  to  work  due  to  his  or  her 
disability,  reapplication  for  SSI  should  occur  as  soon 
as  he  or  she  turns  18.  A  child  with  disabilities  may 
qualify  to  receive  SSDI  benefits  based  on  a  parent’s 
entitlement.  SSDI  benefits  can  continue  into  adult¬ 
hood  if  the  child  has  a  qualifying  disability  that 
began  prior  to  the  age  of  22.  Visit  http://www,ssa.gov 
or  contact  your  local  Social  Security  Office  for  fur¬ 
ther  details  about  SSI  or  SSDI, 

Active  duty  families  currently  receiving  SSI  or  other 
Social  Security  Administration  (SSA)-sponsored  assis¬ 
tance  that  are  scheduled  to  transfer  duty  stations  to 
another  state  are  encouraged  to  contact  the  SSA  before 
transferring,  in  order  to  maintain  continuity.  At  age  of 
majority  or  after  Social  Security  benefits  are  awarded, 
the  individual  with  disabilities  may  want  to  consider 
applying  for  Section  8  Housing,  administered  through 
the  local  housing  authority.  Depending  upon  state  and 
locality,  there  can  be  a  long  waiting  period  for  Section 
8  Housing  of  up  to  two  years  or  more. 

Academic/Lifestyle  Considerations 

A  2002  Consensus  Statement  on  Health  Care 
Transitions  for  Young  Adults  with  Special  Health  Care 
Needs  emphasized  that  the  goal  of  transition  in  health¬ 
care  for  young  adults  with  special  healthcare  needs  is 


to  maximize  lifelong  functioning  and  potential 
through  the  provision  of  high  quality,  developmentally 
appropriate  healthcare  services  that  continue  uninter¬ 
rupted  as  the  individual  moves  from  adolescence  to 
adulthood  (PEDIATRICS,  2002),  Successful  transition¬ 
ing  occurs  through  careful  planning,  making  sure  that 
the  child  is  equipped  with  the  right  tools  and  skills  to 
make  a  smooth  transition,  and  ensuring  that  the  child’s 
needs  will  be  met.  Academically,  transition  is  a  contin¬ 
uous  process,  beginning  from  the  time  a  child  enters 
school.  Each  student  requires  different  types  of  sup¬ 
port  to  realize  his  or  her  dreams  for  the  future.  IDEA 
entitles  students  with  disabilities  to  a  free,  appropriate 
public  education  through  age  21.  A  cornerstone  in  the 
education  of  every  child  with  a  disability  is  the  lEP.  A 
2004  amendment  to  IDEA  mandates  that  consideration 
of  postsecondary  goals  and  transition  services  be 
addressed  in  the  lEP  not  later  than  the  first  lEP  to  be  in 
effect  when  the  child  turns  sixteen,  or  younger  if 
determined  appropriate  by  the  lEP  team,  and  evolve 
with  each  ensuing  year  until  the  student  leaves  school. 
During  the  child’s  school  years,  the  legal  rights  offered 
by  IDEA  are  guaranteed.  Typically,  once  a  child  gradu¬ 
ates  from  high  school,  the  state  no  longer  assumes 
educational  responsibility  for  that  student.  Services  in 
college  and  universities  are  available  only  under  the 
ADA  and  Section  504  of  the  Rehabilitation  Act.  Thus, 
upon  leaving  high  school,  it  is  the  student’s  responsi¬ 
bility  to  ask  for  accommodations  and  other  needed 
support  services. 

The  Department  of  Rehabilitative  Services  partners 
with  the  public  and  private  sectors  to  advocate  and 
provide  quality  services  that  empower  individuals  with 
disabilities  to  maximize  their  employment,  independ¬ 
ence,  and  full  Inclusion  into  society.  Counselors  pro¬ 
vide  services  related  to  students  with  disabilities  tran¬ 
sitioning  from  high  school  to  adult  life.  Each  state  has 
vocational  rehabilitation  services  offices  and  disabili¬ 
ties  offices  that  may  provide  comprehensive  job  train¬ 
ing  and  employment  services.  If  the  student  is  not 
already  enrolled  in  vocational  education,  the  parent  or 
guardian  should  contact  the  school’s  lEP  Manager  or 
Transition  Coordinator/Liaison  to  explore  available 
options  at  least  one  year  prior  to  high  school  gradua¬ 
tion.  In  Virginia,  the  Woodrow  Wilson  Rehabilitation 
Center  in  Fishersville  offers  integrated  medical  and 
vocational  rehabilitation  services  addressing  a  diverse 
range  of  services  designed  to  improve  independence 
and  employability  to  people  with  disabilities.  This 
campus  houses  a  vocational  school  and  medical  reha¬ 
bilitation  units. 
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Helpful  Web  Sites 

Web  sites  are  not  all-inclusive  and  are  provided  as  a  guide  only. 

littp://vvww.mllltarvonesource.com-Mllltarv  OneSource  provides 
service  and  support  24/7  for  military  families  across  the  globe. 

jhttpV/www.militarvhomefront.dod.mil-MilitarvHOMEFRONT  is  the 
official  Department  of  Defense  Web  site  designed  to  help  military 
eligible  beneficiaries,  their  families,  and  service  providers  with 
information  on  services  and  resources  for  military  families. 

]http://www.usdoi.aov/crt/ada/adahom1.htm-The  U.S.  Department 
of  Justice/Americans  with  Disabilities  Act  (ADA)  home  page.  It  contains 
many  links  and  resources  to  information  for  those  seeking  data  on  how 
to  enforce  the  ADA. 

iittp://www.nichcv.ora-The  National  Dissemination  Center  for 
Children  with  Disabilities  (NICHCY),  funded  by  the  Office  of  Special 
Education  Programs/U.S.  Department  of  Education,  provides  state  and 
federal  resource  information  on  a  wide  range  of  disability-related 
Issues. 

]www.mllltarvchlld.ora-The  Military  Child  Education  Coalition™ 
(MCEC™)  is  a  501(c)(3)  non-profit,  worldwide  organization  that 
identifies  the  challenges  that  face  the  highly  mobile  military  child. 
Increases  awareness  of  these  challenges  In  military  and  educational 
communities,  and  Initiates  and  implements  programs  to  meet  the 
challenges. 


littD://www.stompproiect.ora-Speclallzed  Training  of  Military  Parents 
(STOMP)  is  the  National  Parent  Training  and  Information  Center  for 
military  families. 

Avww.nefe.ora-The  National  Endowment  for  Financial  Education 
(NEFF)  is  an  independent,  non-profit  foundation  committed  to 
educating  Americans  about  personal  finance  and  empowering  them  to 
make  positive,  sound  decisions  to  reach  financial  goals. 

JhttpV/www.ncil.org-The  National  Council  on  Independent  Living 
(NCIL)  is  an  organization  that  advocates  for  services  and  rights  for 
people  with  disabilities  and  provides  information  on  independent  living, 
including  links  to  local  Centers  for  Independent  Living. 

]http://www.TheArcLink.ora-The  Arc  of  the  United  States  is  an 
organization  of  and  for  people  with  mental  retardation  and  related 
disabilities  and  their  families. 

]http://www.ucp.ora-United  Cerebral  Palsy  (UCP)  Is  a  national 
organization  with  a  nationwide  network  of  affiliates  committed  to 
change  and  progress  for  people  with  cerebral  palsy  and  other 
disabilities. 

]http://www.auardianship.ora-The  National  Guardianship  Association 
provides  Information  on  guardianship. 

]http://www.cms.hhs.aov  http://cms.hhs.aov/medlcaid/-  Centers 
for  Medicare  &  Medicaid  Services  offers  information  on  Medicare  and 
Medicaid  programs. 


Community  Resources 

Networking  and  remaining  aware  of  community 
resources  is  essential  in  serving  and  advocating  for 
those  with  disabilities  and  other  special  needs.  The 
plurality  of  issues  associated  with  disabilities  and  spe¬ 
cial  needs  invites  comprehensive  interventions  incor¬ 
porating  local,  state,  and  national  resources.  Numerous 
researchers  have  discussed  social  supports  as  impor¬ 
tant  to  buffering  the  effects  of  stress  on  a  family  with 
a  child  with  a  disability  (Fallon  and  Russo,  2003). 
Military  families  with  special  needs  children  have 
reported  that  such  supports  can  be  challenging  to 
locate  at  new  duty  stations.  Combined  with  the 
extraordinary  requirements  of  military  life  and  the 
expectation  that  active  duty  members  be  mission 
ready  at  all  times,  families  who  have  children  with  spe¬ 
cial  needs  can  become  overwhelmed  with  the  respon¬ 
sibilities  of  caring  for  their  child.  Community 
resources  are  continuously  changing  and/or  modifying 
service  delivery.  One  resource  support  for  military 
families  is  MilitaryHOMEFRONT,  an  official  DoD  Web 
site  designed  to  help  military  eligible  beneficiaries, 
their  families,  and  service  providers  with  Information 


on  services  and  resources.  This  resource  and  others 
that  special  needs  families  have  shared  as  helpful  are 
listed  with  their  Web  sites  as  a  sidebar  to  this  article. 

Self-Aduocacy 

A  July  2006  U.S.  Census  Report  indicates  that  18  per¬ 
cent  of  the  U.S.  population,  or  51.2  million  people, 
have  some  level  of  disability.  Educational  specialists, 
healthcare  professionals,  and  case  managers  can  assist 
an  individual  with  disabilities  and/or  that  person’s 
family  with  advocating  for  the  child’s  needs  in  such 
areas  as  occupational,  speech,  and/or  physical  therapy, 
academic  concerns,  and/or  recreational  services,  etc.  It 
is  Important  to  recognize  that  self-advocacy  is  a  critical 
skill  for  higher  functioning  Individuals  with  disabili¬ 
ties.  Providing  tools  and  strategies  that  help  people  to 
learn  their  rights,  how  to  speak  up,  how  to  objectively 
listen  to  and  evaluate  Information,  and  how  to  ask  for 
accommodations  and  communicate  needs  is  priceless. 
How  effective  one  is  as  an  advocate  is  largely  deter¬ 
mined  by  the  degree  of  objectivity  one  can  bring  to  a 
situation.  At  the  same  time,  personification  of  disabili¬ 
ty  issues  can  result  in  a  raising  of  public  awareness. 
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Hence,  persons  with  disabilities  may  serve  as  advo¬ 
cates  on  a  global  level.  Their  role  in  informing  and  edu¬ 
cating  the  general  public  about  rights,  needs,  and 
issues  regarding  people  with  disabilities  is  essential. 
Further,  they  may  be  instrumental  in  informing  and 
educating  lawmakers  and  public  policymakers  regard¬ 
ing  the  needs  of  people  with  disabilities  and  in  provid¬ 
ing  decision  makers  with  information  about 
policies  that  impact  persons  with  disabilities. 

In  the  Hampton  Road,  Virginia  area,  the 
ENDependence  Center  of  Northern  Virginia, 

Inc.  is  a  local  example  of  an  agency  that  pro¬ 
vides  multifocal  services  to  people  with  disabil¬ 
ities.  The  ENDependence  Center  is  a  non-resl- 
dential,  community-based  resource  and  advo¬ 
cacy  agency  managed  by  and  for  people  with 
disabilities.  Designed  to  assist  persons  with  dis¬ 
abilities  to  lead  independent,  productive  lives,  it 
promotes  an  Independent  living  philosophy 
and  equal  access  for  all  people  with  disabilities. 

Staff  from  this  agency  are  included  as  forum 
speakers  to  increase  awareness  of  agency  serv¬ 
ices  and  provide  information  on  positive  life 
changes  in  housing,  employment,  and  commu¬ 
nity  involvement. 

Transition  Forum  Lessons  Learned  and 
Tips  From  Famiiies 

Seven  primary  lessons  have  been  learned  from 
discussions  with  parents  of  children  with  spe¬ 
cial  needs  and  from  information  gleaned  from 
presentations  at  the  quarterly  forums. 

Families  with  a  child  with  disabilities  must  at  a  min¬ 
imum  familiarize  themselves  with  the  ADA,  Section 
504  of  the  Rehabilitation  Act,  and  the  IDEA.  They 
should  know  and  understand  the  protections  these 
laws  do  and  do  not  provide. 

Experts  in  the  field  of  disabilities  note  that  a  primary 
concern  of  families  with  children  with  disabilities  is 
the  person’s  quality  of  life  throughout  their  lifespan. 
Military  families  must  begin  to  address  the  transition 
process  before  the  family  member  with  special  needs 
reaches  the  age  of  adulthood.  Families  should  seek 
legal  assistance  from  those  who  are  experienced  in  dis¬ 
ability  laws  and  special  needs  issues. 

Military  Treatment  Facilities  (MTFs)  and  providers 
can  promote  continuity  during  periods  of  transition. 
Parents  of  children  with  special  healthcare  needs 
expect  advice  from  their  pediatricians  on  transition 
concerns  and  regarding  when  and  how  to  transfer  to 
the  care  of  another  medical  provider.  As  their  child 


ages  out  of  the  pediatric  healthcare  system,  families 
need  to  be  assisted  in  obtaining  a  transfer  to  appropri¬ 
ate  healthcare.  When  possible,  physicians  with  expert¬ 
ise  in  adult  medicine  and  experience  with  adults  with 
disabilities  should  be  identified  as  the  new  Primary 
Care  Managers  (PCMs).  Physiclan-to-physiclan  commu¬ 
nication  may  be  the  better  strategy  in  this  area  of  care 


coordination.  A  written  summary  of  pertinent  medical 
history,  surgeries,  therapies,  medications,  and  immu¬ 
nizations  also  facilitates  successful  transition  and  is  a 
key  step  in  care  coordination. 

The  family  must  keep  documentation.  Maintain  a 
paper  trail  by  documenting  all  contacts  made  on 
behalf  of  the  person  with  disabilities.  Note  date,  time, 
name  of  person  spoken  to,  and  a  brief  summary  of  the 
contact.  Keep  copies  of  medical/treatment  reports, 
surgeries,  lists  of  medications,  EFMP  applications, 
lEPs,  etc.  Keep  all  documentation  together  in  a  binder 
in  a  safe  location. 

Communication  is  an  essential  ingredient  of  healthy 
relationships  and  a  critical  skill  set  for  families  in  gen¬ 
eral.  Facing  the  daily  challenges  and  responsibilities  of 
caring  for  a  family  member  with  disabilities,  com¬ 
bined  with  the  military  requirements  of  being  mission 
ready,  primary  caregivers  may  devote  less  attention  to 
their  spouse,  other  children,  or  personal  healthcare. 
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This  can  have  negative  consequences  on  the  entire 
family.  It  is  important  for  family  members,  particular¬ 
ly  spouses,  to  reserve  time  together  for  expressing 
thoughts  and  feelings,  including  discussions  on  transi¬ 
tion  concerns.  Good  communication  involves  making 
a  commitment  to  talk  to  each  other  often,  even  if  by  e- 
mall  or  phone  calls.  Finding  the  delicate  balance 
between  caring  for  the  family  member  with  disabili¬ 
ties  and  the  needs  of  the  entire  family  can  ultimately 
enhance  the  whole  family. 

The  advocacy  role  as  described  by  many  forum  par¬ 
ticipants  is  an  essential  component  in  transition  plan¬ 
ning  for  a  family  with  a  child  with  disabilities.  The  par¬ 
ents  and  child  must  understand  the  child’s  disability, 
help  the  child  to  understand  how  it  impacts  him  or  her, 
and  seek  out  understanding  support  systems.  This  may 
require  support  and  assistance  from  professionals, 
family  members,  and  others  with  disabilities.  A  myriad 
of  professional  organizations  exist  that  offer  this  type 
of  support.  Frequently,  a  resource  may  be  the  more 
informal  support  system  of  families  with  children  who 
share  the  same  or  similar  disabilities.  These  families 
may  be  a  valuable  source  of  information  about  avail¬ 
able  programs,  services,  and  benefits.  Equally  impor¬ 
tant,  they  can  provide  a  powerful  source  of  emotional 
support  by  sharing  specific  strategies  that  they  have 
used  to  balance  the  various  needs  of  individual  family 
members. 

Caught  up  in  the  difficulties  of  balancing  work,  fam¬ 
ily,  and  military  obligations,  and  the  needs  of  a  child 
with  disabilities,  it  is  easy  to  lose  sight  of  blessings  that 
develop  from  the  child  with  special  needs.  Be  sure  to 
stop  and  reflect  on  the  positive  aspects  of  the  child  and 
learn  to  identify  and  build  upon  the  child’s  strengths. 
Remember  to  recognize  and  celebrate  the  family  mem¬ 
ber  with  special  needs. 

Conclusion 

Transition  is  a  lifelong  process.  Early  initiation  of 
transition  planning  is  critical  to  enhancing  the  qual¬ 
ity  of  life  for  the  individual  with  disabilities  through¬ 
out  his  or  her  lifespan.  Services  that  are  needed  to 
assist  the  individual  with  special  needs  transition 
from  childhood  to  adulthood  can  range  from  infor¬ 


mational  to  Intensive,  The  level  of  services  is  defined 
by  the  amount  of  support  and  Intervention  a  parent 
and/or  child  requires.  Neurodevelopmental  depart¬ 
ments  and  military  providers  can  assist  the  active 
duty  family  to  explore  transition  issues.  The  MTF  can 
also  be  an  added  source  of  support  for  the  child  with 
special  needs  and  the  family  by  working  to  promote 
a  seamless  system  of  care  that  is  coordinated,  devel- 
opmentally  appropriate,  psychosocially  sound,  and 
comprehensive  to  help  with  transitions.  The  goal  of 
this  effort  is  to  create  a  win-win  situation  for  all 
involved.  The  child  with  special  needs  is  assisted 
with  a  smooth  transition.  The  sponsor  is  provided 
the  essential  support  he  or  she  requires  to  meet  the 
needs  of  his  or  her  family.  The  knowledge  that  these 
responsibilities  are  met  and  their  families  at  home 
are  cared  for  can  provide  peace  of  mind  wherever 
sponsors  are  assigned,  whether  at  home  or  deployed 
in  support  of  combat  operations  defending  the  needs 
of  the  country.  • 
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In  1999,  Hurricane  Floyd  prompted 

former  Governor  Jim  Hodges  to  issue  a  mandatory 
evacuation  for  residents  of  Beaufort  County,  South 
Carolina.  My  family  evacuated  a  few  hours  prior  to 
the  mandatory  evacuation  being  announced  and 
avoided  one  of  the  worst  traffic  jams  in  U.S.  history. 
We  made  the  decision  to  leave  early  because  we  knew 
our  son  who  has  autism  could  not  tolerate  sitting  for 
hours  in  traffic. 

Earlier,  in  1993,  Marine  Corps  Base  Camp  Pendleton 
experienced  heavy  rains,  and  extensive  flooding 
occurred  along  the  Santa  Margarita  River,  Our  base 
housing  area  was  cut  off  from  the  main  portion  of  the 
base  because  the  bridge  was  under  water. 

On  June  28,  1991,1  was  nine  months  pregnant  when 
a  5.8  magnitude  earthquake  shook  the  San  Gabriel 
Mountains  and  reached  as  far  as  Camp  Pendleton. 

I  was  a  young  Corporal  in  Okinawa,  Japan  when  the 
building  shook,  forcing  me  to  the  floor.  The  air  condi¬ 
tioning  vent  fell  from  the  ceiling  and  rendered  my 
Second  Lieutenant  unconscious. 

In  retrospect,  these  events  are  just  some  of  the 
highlights  of  our  21 -year  military  adventure  together. 
Each  event  was  a  valuable  learning  experience.  Is  my 
family  a  magnet  for  natural  disasters?  No,  we’re  not.  I 
tell  people  who  ask  that  particular  question  that  the 
joy  of  coastal  living  also  comes  with  some  unfortu¬ 
nate  risks.  If  you  live  in  any  of  those  areas  for  any 
given  amount  of  time  you’re  bound  to  experience 
powerful  weather  that  will  Impact  your  lives.  The  key 
to  successful  coastal  living  is  to  be  prepared.  The 
same  statement  could  be  made  by  families  living  in 
the  Central  Plains  and  Midwest  or  those  living  in 
northern  states  where  pipes  freeze  and  roads  are 
blocked  by  several  feet  of  snow — the  simplest  and 
smartest  thing  is  to  always  be  prepared. 


When  an 
Emergency 
er  Disaster 
Strikes...  Are 
Yen  ReadyP 

By  Isabel  Hodge 


The  Atlantic  hurricane  season  officially  began  on 
June  1 .  If  you  haven’t  already  noticed,  tropical  storms 
have  already  impacted  the  eastern  shores.  Violent 
storms  and  tornadoes  have  struck  several  Midwestern 
towns,  have  destroyed  lives,  and  caused  millions  of 
dollars  in  damage.  I  believe  it  is  safe  to  say  that  many 
of  the  people  affected  by  those  storms  are  saying 
today  that  they  never  thought  it  could  happen  to 
them.  The  big  question  is  -  are  you  prepared  to  sup¬ 
port  your  family  member(s)  with  special  needs  if  it 
happened  to  you? 

Prior  to  9/11,  information  specific  to  those  with  spe¬ 
cial  needs  was  scarce.  Lessons  learned  from  past 
events  have  pushed  local  and  state  governments  and 
the  military  to  do  more  to  help  citizens  with  special 
needs  take  additional  steps  to  prepare  and  protect 
themselves. 

While  much  of  the  information  in  this  article  focuses 
primarily  on  hurricane  preparedness,  it  can  also  be 
used  for  emergency  preparedness  for  other  types  of 
disasters.  The  idea  is  to  not  only  help  service  providers 
develop  their  own  plan  for  supporting  military  families 
with  special  needs,  but  also  help  families  create  their 
own  disaster  preparedness  plan. 

Military  Installations  Help  Families  Prepare 

If  you  reside  on  a  coastal  installation  such  as  Camp 
Pendleton,  California;  Camp  Lejeune,  North  Carolina; 
or  in  Norfolk,  Virginia,  take  the  time  to  attend  the  local 
hurricane  preparedness  briefings  that  are  typically 
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held  at  the  beginning  of  hurricane  season.  The  briefin¬ 
gs  are  often  repeated  if  there  is  a  high  probability  that 
the  installation  may  be  impacted  by  a  hurricane.  These 
types  of  briefings  are  the  best  avenue  for  your  family  to 
obtain  preparation  tips,  important  contact  information, 
and  to  get  updates  on  the  status  of  the  installation  if  the 
base  sustains  damage.  After  a  disaster,  you  might  not 
be  permitted  to  return  to  your  home  right  away  if  the 
damage  is  significant. 

If  there  is  an  official  mandatory  evacuation  issued, 
you  must  leave  immediately.  You  may  be  reimbursed 
for  evacuation  expenses  if  you  reside  on  a  military 
installation.  By  attending  installation  briefings,  you  can 
also  learn  about  reimbursement  entitlements. 

Marine  Corps  Recruit  Depot  Parris  Island  has  gone 
one  step  further  in  keeping  families  informed  and  has 
posted  excellent  information  on  their  installation  Web 
site  (http://www.mcrdpl.usmc.mil/newsinfo/hurri- 
cane/index.htm),  such  as:  The  Hurricane  Survival 
Guide,  Hurricane  Preparedness  Brief,  and  helpful 
resources  such  as  links  to  the  South  Carolina 
Emergency  Management  Division  and  the  American 
Red  Cross  Hurricane  Preparation  Manual. 


use  their  appointed  volunteers  to  contact  you.  You 
should  contact  them  if  you  have  questions  or  need 
assistance.  Make  sure  your  command-appointed  volun¬ 
teer  has  your  contact  Information  so  they  can  reach 
you  if  you  evacuate. 

Service  Previders  Can  Help  Families  Prepare 

There  are  many  professionals  within  the  military  and 
local  communities  who  have  the  ability  to  assist  mili¬ 
tary  families  in  developing  their  personal  disaster  pre¬ 
paredness  plan.  Service  providers  should  take  the  time 
to  visit  their  designated  local  community  and  installa¬ 
tion  emergency  shelters.  The  Americans  with 
Disabilities  Act  (ADA)  requires  that  all  public  evacuation 
shelters  be  accessible  to  people  with  disabilities.  The 
Department  of  Justice  has  published  An  ADA  Guide  for 
Local  Governments:  Making  Community  Emergency 
Preparedness  and  Response  Programs  Accessible  to 
People  with  Disabilities  (http://www.ada.gov/emergen- 
cyprep.htm).  Share  this  valuable  ADA  guide  with  peo¬ 
ple  responsible  for  the  shelters  in  your  area.  Distribute 
preparation  tips,  resources,  or  other  Information  to 
families  by  using  your  program’s  Web  site,  newsletters, 
or  other  publications. 


Offlcial  Unit  Volunteers 


Don’t  forget  your  unit  spouse  volunteer  networks  such 
as  the  Army  Family  Team  Building  Program,  Navy 
Ombudsman  and  Marine  Corps  Key  Volunteer.  These 
organizations  serve  as  the  official  link  between  the 
Command  and  families.  Your  unit  or  command  may 


Militani  Community  Support  tor  Families 

Listed  below  you  will  find  some  military  community 
resources  that  you  can  connect  with  to  get  resources 
and  assistance  with  developing  your  disaster  prepared¬ 
ness  plan: 
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Exceptional  Family  Member  Program  (EFMP) 
Managers  and  Coordinators  -  The  Army  and 
Marine  Corps  family  centers  are  staffed  with  EFMP 
personnel  that  can  provide  you  with  local  and  state 
disaster  preparedness  resources  as  well  as  connect  you 
with  local  support  groups  or  families  that  may  want  to 
partner  and  evacuate  together. 

Personal  Financial  Management  Personnel  - 
Planning  for  a  disaster  or  evacuation  also  means  seP 
ting  aside  easily  accessible  funds  to  cover  possible 
lodging  expenses,  hurricane  preparedness  supplies, 
and  other  items.  Your  local  family  center  has  Personal 
Financial  Readiness  personnel  that  can  help  you  ere- 
ate  your  financial  plan  for  disaster  preparedness. 

Tip:  Military  Aid  Societies  such  as 
THE  Navy-Marine  Corps  Relief 
Society,  Army  Emergency  Relief,  and 
Air  Force  Aid  Society  can  provide 

FUNDING  ASSISTANCE  IF  NEEDED. 

New  Parent  Support  Program  Personnel  -  The 

New  Parent  Support  Program  (NPSP)  is  a  voluntary 
home  visitation  program  for  parents  expecting  a  baby 
and  for  parents  of  children  up  to  three  years  of  age. 


Talk  to  an  NPSP  staff  member  about  any  concerns  you 
might  have,  including  on  topics  such  as  emergency 
preparedness  or  support  resources. 

Military  Treatment  Facility  Primary  Care 
Managers  -  If  you  have  a  family  member  who  has  sig¬ 
nificant  medical  needs  or  is  receiving  hospice  care 
services,  coordinate  their  care  and  support  with  their 
medical  case  manager,  primary  care  manager  (PCM), 
or  the  hospice  program’s  clinical  service  coordinator. 
Arrange  special  emergency  transportation  to  a  hospital 
or  other  designated  facility  in  advance.  Ask  for  a  point 
of  contact  for  your  family  member’s  PCM  in  the  event 
you  have  to  evacuate  and  the  receiving  medical  facili¬ 
ty  needs  to  communicate  with  the  PCM.  Ensure  your 
contact  information  is  available  to  your  PCM. 

Installation  Housing  Managers  -  Try  to  make 
arrangements  for  your  home  to  receive  a  generator  in 
advance  if  you  have  a  family  member  who  requires 
electricity  for  vital  medical  support  equipment  to  run. 
If  generators  are  not  available,  then  speak  to  your  fam¬ 
ily  member’s  medical  case  manager  or  primary  care 
manager  about  other  support  options.  Remember,  cli¬ 
matically  controlled  environments  are  very  important 
for  people  with  ectodermal  dysplasia  or  other  condi¬ 
tions  that  may  affect  a  person’s  ability  to  control  their 
body’s  temperature. 

Call  your  local  Installation  housing  office  for  instruc¬ 
tions  on  how  to  prepare  your  home.  Leave  a  telephone 
number  where  the  housing  office  can  reach  you  if  you 
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“Over  200,000  people  with 
chronic  medical  conditions, 
displaced  by  the  storm  and 
isolated  by  the  flooding,  found 
themselves  without  access  to 
their  usual  medications  and 
sources  of  medical  care.  ” 

-The  Federal  Response  To  Hurricane  Katrina:  Lessons  Learned 

evacuate.  Don’t  forget  to  share  your  evacuation  plans 
and  contact  information  with  your  extended  family 
members,  your  neighbors,  and  your  friends! 

Points  of  contacts  (POC)  for  all  of  the  programs  list¬ 
ed  above  can  be  found  by  linking  to  the  DoD’s 
MilitarylNSTALLATIONS  directories  and  looking  up 
installations  and  their  directories  of  services 
(http://www.militaryinstallations.dod.mil). 

Emergency  Response  Personnel  (Fire 
Departments,  Military  Police)  -  Inform  emergency 
response  personnel  if  you  have  oxygen  tanks  and  other 


potentially  hazardous  equipment  in  your  home.  Tell 
emergency  dispatchers  well  in  advance  about  any  haz¬ 
ardous  equipment  in  your  home.  Always  make  sure 
your  family  member  is  carrying  some  form  of  identifi¬ 
cation  with  them.  Medical  jewelry  or  sewn-in  informa¬ 
tion  inside  shirt  collars  is  probably  the  best  identifica¬ 
tion  method  caregivers  use  when  the  family  member 
has  difficulty  communicating.  Talk  to  your  family  mem¬ 
ber  about  how  to  Identify  firefighters  and  police  officers. 
Teach  them  to  memorize  important  contact  information 
and  to  provide  that  information  to  responders.  Schedule 
a  visit  to  your  local  police  department  or  military  police 
and  get  to  know  the  emergency  response  personnel  that 
regularly  patrol  your  housing  area.  The  DoD  Web  site 
MllitaryHOMEFRONT  has  emergency  communications 
resources  (http://www.militaryhomefront.dod.mil/efm  - 
Click  on  Resources). 

Plan  Together  as  a  Family 

Deployed  Spouse  -  Make  sharing  your  evacuation 
plans  a  part  of  your  deployment  readiness  plan.  Before 
your  spouse  deploys,  tell  him  or  her  where  you  will 
evacuate  and  provide  contact  information  at  that  des¬ 
tination.  Remember  to  notify  your  spouse’s  command 
if  your  evacuation  plan  changes! 

Helping  Children  Cope  -  Hurricane  season  can  be 
a  particularly  stressful  time  for  children.  Limit  the 
time  you  spend  watching  and  listening  to  the  news 
and  weather  updates.  Include  your  children  in  prepa¬ 
rations  by  giving  them  items  to  place  in  the  disaster 
preparedness  kit  and  helping  them  prepare  their  own 
special  kit  (e.g.:  snacks,  games,  books,  their  own  per¬ 
sonal  flashlight,  etc.).  Try  to  maintain  the  routines  and 
schedules  that  your  family  may  have,  such  as  meal 
times  and  bedtimes.  It  can  be  difficult  to  tell  how 
stress  affects  an  adult  or  child  with  special  needs  who 
cannot  communicate  easily.  Be  aware  of  subtle  clues 
such  as  difficulty  sleeping,  crying,  headaches,  loss  of 
appetite,  etc.  The  Federal  Emergency  Management 
Agency  (FEMA)  has  developed  a  fun  Web  site,  just  for 
children,  to  educate  them  about  hurricanes 
(http://www.fema.gov/kids/hurr,htm). 

Use  the  Buddy  System  -  Coordinate  with  other 
military  families  with  special  needs  and  plan  your 
evacuation  together.  It  is  always  safer  to  travel  with 
others.  I  often  traveled  with  neighbors  and  friends  who 
were  also  evacuating.  (My  spouse  was  the  base 
Telephone  Officer  and  had  to  stay  on  the  installation  to 
keep  communication  lines  open.  Their  spouses  were 
pilots  who  had  to  fly  the  jets  out  of  the  area  to  prevent 
damage.  They  could  not  evacuate  with  us.)  We  made 
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our  hotel  reservations  early  because  we  knew  we 
could  always  cancel  them  later  if  we  didn’t  need  them. 
We  used  radios  to  communicate  with  each  other 
because  cell  phones  are  not  always  reliable.  (Tip: 
Always  have  coins  or  a  calling  card  available  to  make 
telephone  calls!)  Having  another  family  to  partner  with 
is  especially  important  when  a  family  member  is 
deployed  and  you  are  left  to  handle  everything  on  your 
own.  There  is  a  great  sense  of  security  in  just  knowing 
you  are  traveling  with  someone  you  trust  and  who  will 
help  you  if  you  run  into  problems  such  as  your  vehicle 
breaking  down  or  getting  a  flat  tire. 

Relocating  To  or  Out  of  an  Affected  Area  -  Yes, 
it  does  happen.  Mandatory  evacuations  due  to 
Hurricane  Katrina  forced  military  families  to  evacuate 
the  New  Orleans  area  to  safe  havens.  Household  goods 
are  better  left  in  storage  facilities  until  after  the  storm. 
Contact  the  nearest  Personal  Property  Office  or 
Transportation  Office  if  you  have  questions  about 
household  goods  or  medical  equipment  that  was 
shipped  with  your  household  goods. 

Preparing  Above  and  Beyond  the  Basic  Bisaster  Kit 

Any  major  Internet  search  engine  will  deliver  hun- 
dreds  of  basic  disaster  preparedness  lists  in  response 
to  a  search  using  the  terms  emergency,  disaster  pre¬ 
paredness,  or  hurricane  preparedness.  Make  time  to 
determine  what  your  family  member  with  special 
needs  may  need  in  the  event  of  major  power  loss, 
evacuation  and/or  disaster.  Here  are  just  a  few  ques- 
tions  to  ask  yourself: 

•  What  are  your  plans  if  you  have  no  electricity  or 
water  for  several  weeks?  How  will  you  operate 
equipment  that  runs  on  electricity,  such  as  pumps 
and  monitors?  How  will  you  keep  medication 
and/or  special  food  refrigerated? 

•  How  will  you  prepare  your  food  if  you  don’t  have 
electricity  or  gas  to  cook  it? 

•  Do  you  have  enough  food  to  last  at  least  two  weeks? 

•  What  will  you  do  if  you  lose  access  to  potable 
water? 

•  Where  will  you  stay  if  there  is  a  mandatory  evacua¬ 
tion? 

•  How  will  you  store  items  that  need  to  be  refrigerat¬ 
ed  during  your  evacuation? 

•  What  can  you  take  with  you  to  the  evacuation  shel¬ 
ter? 

•  Do  you  have  enough  space  in  your  vehicle  to  carry 
all  the  items  you  will  need? 

Your  Disaster  Preparedness  Kit  Should  Include: 


Military  and  DEERS  ID  Cards!  (You  will  need  them  to 
access  medical  care.) 

Credit  and/or  debit  cards  and  cash 

•  Telephones  (not  wireless)  that  plug  into  the  wall  and 
will  work  when  phone  lines  are  not  damaged.  These 
types  of  telephones  do  not  require  household  cur¬ 
rent  to  operate.  The  U.S.  Coast  Guard  recommends 
that  you  try  using  text  messaging  if  you  cannot 
make  calls  with  your  cellular  phone. 

•  Prescription  and  non-prescription  medications  - 
Have  at  least  a  two-week  supply  and  discuss  your 
prescription  medication  needs  with  your  PCM. 
What  would  happen  if  you  lost  your  medication  or 
if  you  ran  short  and  needed  more? 

•  Medical  Alert  IDs 

•  Important  documents  -  medical  records,  wills, 
insurance  paperwork,  Individualized  Education 
Program  (lEP),  Individualized  Family  Service  Plan 
(IFSP),  etc.  Store  them  in  a  secure,  waterproof  con¬ 
tainer  that  can  be  easily  carried. 

•  First  aid  supplies 

•  Lots  of  extra  batteries  for  assistive  technology,  bat¬ 
tery-powered  fans,  flashlights,  radios,  etc.  Rotate 
your  batteries  regularly  to  ensure  you  always  have 
fresh  batteries. 

•  Special  foods,  supplements,  bibs,  and  special  eating 
utensils  and  support 

Manual  Hoyer  Lift,  if  needed 

•  Sanitation  and  hygiene  items 

•  Extra  towels,  washcloths,  and  flat  bedsheets 
Small-  and  large-sized  garbage  bags 

•  Plastic  containers  or  waterproof  bags  to  protect 
medical  equipment  and  smaller  items 

•  Power  converters  -  Most  power  converters  will  plug 
into  a  vehicle’s  cigarette  lighter  or  power  outlets. 
They  can  provide  power  to  a  variety  of  items, 
including  augmentative  communication  devices. 
You  may  need  to  have  extra  power  outlets  installed 
in  your  vehicle,  depending  upon  your  needs.  Small, 
portable  refrigerators  are  excellent  for  storing  med¬ 
ications,  and  some  can  be  plugged  into  vehicle 
power  outlets. 

•  Special  Care  Organizational  Record  (SCOR)  -  This  is  a 
tool  developed  by  TRICAFIE  to  help  you  track  your  fam¬ 
ily  member’s  medical  care,  support,  and  other  needs 
(http://www.trlcare,mil/OCMO/download/SCOR,doc). 
Use  the  SCOR  to  provide  written  instructions  on  how  to 
care  for  your  family  member  with  special  needs  in  the 
event  you  or  other  caregivers  in  your  family  are  not 
available. 
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•  Remember  to  think  about  what  could  happen  if  you  or 
your  spouse  are  taken  ill  or  are  injured.  Will  someone 
know  how  to  care  for  your  child’s  medical  needs? 

Transportation 

Having  reliable  transportation  is  vital  for  your  family’s 
safety  during  an  evacuation.  At  a  minimum,  check  your 
tires,  your  spare  tire(s),  and  the  date  of  your  last  oil 
change  when  the  season  begins  and  prior  to  an  evacu¬ 
ation,  if  possible.  Check  to  be  sure  your  air  condition¬ 
ing  system  is  working.  Heat  stroke  is  a  serious  concern 
for  family  members  with  special  medical  needs  when 
stuck  in  traffic  in  summertime  temperatures  with  no 
air  conditioning  in  the  vehicle.  Contact  your  spouse’s 
unit  or  family  center  if  you  do  not  have  a  vehicle  to  use 
to  evacuate  and  have  no  other  means  of  transportation 
out  of  the  area.  Be  sure  they  know  your  needs  so  they 
can  plan  transportation  in  advance  of  an  evacuation. 

Emergency  Shelters 

Service  animals  -  Most  emergency  evacuation  shel¬ 
ters  will  only  allow  service  animals  (ADA  requirement). 
Don’t  forget  to  hand-carry  your  animal’s  license,  ID 
tags,  vaccination  records,  water,  medications,  and  food. 

Food  -  Take  your  own  non-perishable  food.  Find  out 
in  advance  if  the  shelter  to  which  you  plan  to  evacuate 
has  working  refrigerators  or  coolers  to  store  medica¬ 
tions. 

Bedding  -  Don’t  forget  to  take  special  support  cush¬ 
ions.  Futons  are  wonderful  when  cot  availability  is 
sparse  and  not  appropriate  for  support. 

Sanitation  &.  hygiene  -  Take  plenty  of  diapers  and 
wipes.  Remember,  there  will  be  long  lines  to  get  into 
the  restrooms! 

Immune'Compromised  individuals  -  Take  your 
own  face  masks  and  lots  of  antibacterial  wipes.  Talk  to 
the  shelter  staff  to  see  if  they  have  a  separate  area  for 
people  with  special  medical  needs. 

Disaster  Recovery 

Judging  when  the  best  time  is  to  return  home  can  be  dif¬ 
ficult.  Call  friends  from  your  neighborhood  to  see  if 
they  have  visited  the  area  to  assess  the  damage.  Be  pre¬ 
pared  to  live  for  several  weeks  without  power  or  potable 
water  if  you  are  allowed  to  return  to  your  home. 

About  Mold  and  Fungi  -  Infants  and  elderly  family 
members,  immune-compromised  individuals  and  those 
with  allergies  or  asthma  and  other  respiratory  problems 
should  stay  away  from  fungi  and  mold-exposed  build¬ 
ings  until  the  mold  has  been  eradicated.  The 


Occupational  and  Safety  Health  Administration 
(http:  //WWW.  osha.gov/ OshDoc/ data_Hurrlcane_Facts/mo 
ld_fact.pdf)  has  published  fact  sheets  about  mold:  how 
to  recognize  mold,  its  health  effects,  and  clean-up  tips. 

Military  families  are  used  to  packing  up  household 
goods  and  necessities  and  adapting  to  new  environ¬ 
ments  because  of  our  transitory  lifestyle.  We  are  also 
skilled  at  finding  resources  and  getting  connected  to 
services  immediately.  Start  today  by  pulling  together 
the  items  you  will  need  in  the  event  of  an  emergency 
or  disaster.  Use  the  resources  provided  here  to  educate 
yourself  about  disaster  preparedness.  Be  a  military 
family:  prepared  and  ready. 

Additional  Resources 

Military  OneSource  -  Call  Military  OneSource  (1- 
800-342-9647)  and  ask  for  disaster  preparedness 
resources  and  a  list  of  national  motel  and  hotel  toll-free 
numbers  (http://www,milltaryonesource.com). 

DisabilityInfo.gov  -  This  official  government  Web 
site  provides  access  to  disability-related  information 
and  programs  available  across  the  government  on 
numerous  subjects,  including  emergency  preparedness 
(http://www,disabilityinfo.gov). 

National  Organization  on  DisabiUty  (N.O.D.)  - 
N.O.D.  has  an  Interactive  Map  of  Disability  &  Emergency 
Preparedness  Resources 

(http://www,nod.org/EPIResources/interactive_  map.html) 

PandemicFlu.gov  -  This  official  government  Web  site 
provides  detailed  information  on  how  families  can  prepare 
for  a  pandemic-level  disease  outbreak  (http://www,pan- 
demicflu.gov/plan/individual/index.html). 

Guidtmce  for  Navy  and  Marine  Corps  Personnel 
Recovering  from  a  Hurricane  Disaster  -  This 
resource  provides  information  for  those  who  are  recov¬ 
ering  from  a  hurricane  or  flood  disaster 
(http://www.safetycenter.navy.mil/seasonal/disaster.pdf). 

Joint  Federal  Travel  Regulations  (JFTR)  -  This  reg¬ 
ulation  contains  guidance  for  military  members  who 
may  have  entitlements  related  to  evacuations  (See 
Chapter  6,  Part  B).  The  JFTR  can  be  found  at  https://secur- 
eapp2.hqda.pentagon.mil/perdlem/trvlregs.html.  • 


Isabel  Hodge  is  a  Marine  Corps  veteran  and  has  been  living  the  Marine 
Corps  military  lifestyle  as  a  military  spouse  for  nineteen  years.  In  addition 
to  being  a  parent  and  advocate,  Isabel  has  worked  as  an  installation-level 
EFMP  Coordinator  and  at  Marine  Corps  Headquarters  as  an  EFMP  Support 
Coordinator  for  four  years.  Today,  Isabel  works  as  a  content  analyst  for  the 
Department  of  Defense  Military  Community  and  Family  Policy  Program 
Support  Group. 
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Fort  Sam  Houston  Employs 
Team  Effort  to  Accomplish 
Army  Medical  Action  Plan 

By  Phil  Reidinger,  Fort  Sam  Houston  Public  Affairs  Officer 


The  United  States  Department  of  the  Army  implemented  a  five- 
phase  Army  Medical  Action  Plan  (AMAP)  this  year  to  improve 
medical  care,  services,  and  transition  for  wounded  Soldiers  and 
their  families.  The  Army  achieved  success  in  the  first  phase  of  the 
plan  by  establishing  a  list  of  10  Quick  Wins  (See  sidebar  on  page 
92)  and  creating  special  Warrior  Transition  Units  to  care  for  Soldiers. 
Phase  1  was  led  by  Brigadier  General  Michael  Tucker,  Deputy 
Commanding  General  of  the  North  Atlantic  Regional  Medical 
Command  and  Walter  Reed  Army  Medical  Center.  Fort  Sam 
Houston  is  one  example  of  many  Army  installations  that  are 
carrying  out  a  successful  AMAP. 

“The  Army  Medical  Action  Plan  a. 

Fort  Sam  Houston  rocks!”  That  is  the  message 
delivered  to  the  Brooke  Army  Medical  Center 
(BAMC)  and  Fort  Sam  Houston  community  on  a 
marquee  located  at  the  installation  entrance  at  the 
BAMC  exit,  off  1-35. 

The  message  by  Brigadier  General  (Brig.  Gen.)  James 
K.  Gilman,  Great  Plains  Regional  Medical  Command 
and  BAMC  commanding  general  is  a  pledge  that 
Soldiers  returning  from  fighting  the  battles  of  war  will 
not  have  to  fight  a  bureaucracy  to  obtain  healthcare 
and  other  services  during  their  recovery  at  BAMC  and 
their  transition  afterward. 

During  a  meeting  on  July  6,  with  Brig.  Gen.  Gilman, 

Colonel  (Col.)  Wendy  Martinson,  U.S.  Army  Garrison 
(USAG)  Commander,  and  post  Army  Medical  Action 


Plan  (AMAP)  planners.  Fort  Sam  Houston’s  installation 
Commander  Major  General  (Maj.  Gen.)  Russell  J.  Czerw 
explained  the  command’s  focus,  stating,  “Executing 
the  Army  Medical  Action  Plan  is  a  team  effort  on  Fort 
Sam  Houston.  We  are  working  with  the  Installation 
Management  Command  and  the  Medical  Command  to 
provide  installation  resources  and  services  to  Warriors 
in  Transition  and  their  Families.  We  understand,  and 
we  are  committed  as  a  team  with  Brooke  Army  Medical 
Center,  to  a  plan  of  action  that  provides  each  Soldier 
and  Family  member  the  care,  dignity,  compassion  and 
respect  they  rightfully  earned.” 

On  May  15,  Gen.  Richard  A.  Cody,  Army  Vice  Chief  of 
Staff,  approved  the  definition  for  Warrior  in  Transition  as 
“An  Active  Component  or  Reserve  Component  Soldier  who 
meets  the  qualifications  of  Medical  Hold,  Medical  Holdover 
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Wounded  Warrior  receiving 
treatment  at  Center  for  the  Intrepid, 
Brooke  Army  Medical  Center  (BAMC) 


Left:  Senator  Kay  Bailey  Hutchison  presented  Army  Private  First  Class  (PFC)  Sonny 
Weldon  with  a  Purple  Heart  at  the  Center  for  the  Intrepid  at  Brooke  Army  Medical 
Center  (BAMC)  Tuesday,  August  6,  2007.  Right:  Col.  Wendy  Martinson,  U.S.  Army 
Garrison  Commander,  Fort  Sam  Houston,  Texas 


or  Active  Duty  Medical  Extension.  It  also  includes  Active 
Component  Soldiers  who  require  a  Medical  Evaluation 
Board  or  have  complex  medical  needs  requiring  greater  than 
6  months  of  treatment.  Warriors  in  Transition  do  not 
include  Initial  Entry  Training,  Advanced  Individual  Training, 
or  One  Station  Unit  Training  Soldiers  except  in  extraordi¬ 
nary  circumstances.  Exceptions  to  this  definition  must  be 
approved  by  the  local  military  treatment  facility  and  unit 
commanders.” 

Gen.  Cody  also  decided  two  AMAP  areas  of  respon¬ 
sibility; 

•  Army  Medical  Command  (MEDCOM)  will  maintain 
Command  and  Control  for  all  Medical  Hold  and 
Medical  Holdover  Soldiers. 

•  Army  Installation  Management  Command  (IMCOM) 
will  maintain  Command  and  Control  for  all  Soldier 


and  Family  Assistance  Centers  except  at 
Walter  Reed  Army  Medical  Center. 

As  part  of  its  AMAP,  the  Army  established 
10  Quick  Wins  (See  sidebar)  for  Phase  1  of 
five  scheduled  phases.  The  Quick  Wins 
were  defined  as  “any  change  in  process  or 
service  in  delivering  healthcare  to  Warriors 
in  Transition  the  Army  can  implement  by 
June  15,  2007.”  When  Phase  1  was  com¬ 
plete  (April  28-June  15),  the  Army  had 
achieved  its  Phase  1  goals. 

According  to  Col.  (Dr.)  Barry  Sheridan, 
director  of  BAMC  Healthcare  Operations, 
“We  have  addressed  the  Quick  Wins  at 
BAMC.  We  have  created  a  Warrior 
Transition  Unit  (WTU)  at  BAMC  to  incorpo¬ 
rate  all  the  Warriors  in  Transition.  The 
manning  of  these  WTUs  will  be  filled  with 
Army  assets.  We  will  Incorporate  the  triad 
of  squad  leader,  case  managers,  and 
Primary  Care  Managers.” 

Sheridan  also  noted  that  monthly  Town 
Hall  meetings  are  conducted  to  identify 
problems  and  areas  of  needed  improve¬ 
ment  for  Warriors  and  their  families. 
Commanders  and  staff  from  the  Medical 
Treatment  Facility  (MTF),  the  WTU,  and  the 
Garrison  attend.  Escorts  now  meet  families 
at  the  airport  and  bring  them  to  the  MTF  to 
meet  their  Warrior. 

Sheridan  said  that  a  Soldier  and  Family 
Assistance  Center  is  being  established  to 
provide  administrative  and  financial  assis¬ 
tance:  to  aid  with  coordinating  government 
entitlements,  benefits,  and  services;  and  to 
provide  information  and  assistance  in  obtaining  non¬ 
governmental  benefits  and  services.  BAMC  already  pro¬ 
vides  facilities  in  the  hospital  for  Veterans  Health 
Administration  (VHA)  and  Veterans  Benefits 
Administration  (VBA)  liaisons. 

In  regard  to  the  Army’s  AMAP  Quick  Wins,  Col.  David 
Baker,  BAMC  Troop  Commander,  noted  that  visitors 
inspecting  BAMC  commented  that  BAMC  was  already 
setting  the  standard.  “BAMC  was  already  picking  up 
Soldiers  at  the  airport  and  taking  them  to  their  rooms. 
Caseworkers  were  already  assigned  to  the  Wounded 
Warriors,”  he  said.  BAMC  had  accountability  of  the 
Soldiers  through  command  formations,  to  get  them  out 
of  bed,  check  profiles,  and  follow  up  on  Soldiers  who 
weren’t  getting  out  of  bed,  he  Indicated.  “BAMC  is  at  the 
tweaking  stage  of  AMAP,  because  we  already  set  the 
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10  Quick  wins 

Goals  in  Phase  I  of  the  Army  Medical  Action  Plan 

Approved  by  Army  Chief  of  Staff  General  George  Casey,  Jr. 


(The  Army  defined  Quick  Wins,  included  In 
Phase  I  of  the  AMAP,  as  "any  change  in 
process  or  service  in  delivering  health  care  to 
Warriors  in  Transition  the  Army  can  implement 
by  June  15,  2007."  The  Army  met  this  deadline 
for  achieving  its  Phase  I  goals.) 

Establish  Command  and  Control. 

Previously,  wounded  and  ill  Soldiers 
undergoing  prolonged  evaluation  and 
treatment  (termed  Warriors  In  Transition)  were 
segregated  by  Reserve  or  Active  Component 
Into  separate  companies  that  fell  under 
different  commands  with  varying  leader  to 
lead  ratios,  disparate  resourcing,  and  often 
disparate  billeting  and  support  structures.  The 
disparities  favored  Reserve  Component 
Soldiers  in  some  locations  and  Active 
Component  Soldiers  at  others.  The  Army 
values  the  service  of  all  Soldiers  regardless  of 
component.  The  Army  Medical  Command  has 
new  unified  companies  (Warrior  Transition 
Units)  providing  leadership  and  support  at  a 
ratio  of  one  squad  leader  to  every  12  Warriors 
in  Transition. 

Institutionalize  the  Structure. 

Previously,  the  companies  supporting  Warriors 
in  Transition  were  not  formally  manned.  Each 


location  was  left  to  devise  a  method  of 
manning  these  units  by  diverting  personnel 
from  other  duties.  In  addition  the  baseline 
manning  document  of  the  medical  treatment 
facility  was  not  adjusted  to  account  for 
increased  workload  with  increasing  numbers 
of  Warriors  in  Transition.  A  formal  manning 
document  now  exists  that  authorizes 
personnel  to  provide  leadership,  clinical 
oversight  and  coordination,  and  administrative 
and  financial  support  at  a  strength  based  on 
the  size  of  the  population  supported.  At  the 
heart  of  this  structure  is  the  triad  of  the  squad 
leader,  the  primary  care  manager,  and  a  nurse 
case  manager  to  provide  a  synergistic  level  of 
support  incorporating  leadership,  medical 
oversight,  and  medical  coordination  and 
management. 

Prioritize  Mission  Support  &  Create 
Ownership.  Army  leadership  has  directed  the 
senior  commanders  on  Army  installations  to 
make  Warrior  in  Transition  facilities  and 
furnishings  top  priorities  for  repairs  and 
improvements.  In  addition  they  are  to  conduct 
monthly  Town  Hall  meetings  to  identify 
problems  and  areas  of  needed  improvement  for 
Warriors  and  their  Families.  Commanders  and 
staff  from  the  medical  treatment  facility.  Warrior 


Transition  Unit,  and  Garrison  must  attend. 

Flex  Housing  Policies.  Policies  now  allow 
for  single  Soldier  patient  attendee  support  to 
receive  military  or  guest  house  lodging  in  the 
same  manner  that  family  members  of  married 
Soldiers  have  been  authorized.  Warriors  in 
Transition  are  now  considered  on  par  with  key 
and  essential  personnel  for  military  housing 
vacancies. 

Focus  on  Family  Support.  Previously, 
Families  arriving  at  Medical  Treatment  Facilities 
in  support  of  a  wounded  or  ill  Warrior  received 
varying  levels  of  support.  The  Army  recognizes 
the  importance  of  supportive  Families.  Best 
Practices  were  institutionalized  across  the 
Army.  Escorts  now  meet  Families  at  airports 
and  bring  them  to  the  Medical  Treatment 
Facility  to  meet  their  Warrior.  Soldier  and 
Family  Assistance  Centers  are  being 
established  to  provide  administrative  and 
financial  assistance;  assist  with  coordinating 
government  entitlements,  benefits,  and 
services:  and  provide  information  and 
assistance  in  obtaining  non-governmental 
benefits  and  services.  A  Soldier  and  Family 
Hero  Handbook  will  be  distributed  to  all 
Soldiers  and  Families  as  a  further  aid.  Formal 
Family  Support  Groups  are  being  established 


standard.  BAMC  is  not  coming  up  with  new  things  to 
do;  we  are  tweaking  certain  things  to  make  them  bet¬ 
ter  for  the  Wounded  Warriors,”  he  said.  Some  of  the 
adjustments  Baker  describes  include  keyless  entries 
for  the  burn  center  patients,  because  they  cannot  open 
the  doors;  automatic  flushers  for  the  toilets;  establish¬ 
ing  a  Family  Readiness  Group  for  the  Wounded 
Warriors;  continuing  to  evaluate  patients  negotiating 
one  or  more  wheelchairs  down  a  sidewalk;  and  adding 
1 68  employees  to  the  staff. 

“Consolidating  a  Soldier  and  Family  Assistance 
Center  into  a  one-stop  shop  will  make  it  easier  for  the 
Wounded  Warrior  to  get  around.  Anything  that  the 
Wounded  Warrior  needs  will  be  in  this  unit.  AMAP  is  a 
good  thing  for  BAMC  and  good  for  the  Soldiers  and 
their  families.  As  General  Gilman  says,  the  key  to  suc¬ 
cess  is  to  never  stop  listening,”  Baker  emphasized. 

MEDCOM  has  created  the  MyMEB  (My  Medical 


Evaluation  Board)  Web  site  on  the  Army  Knowledge 
Online  Web  page,  allowing  Warriors  to  go  online  and 
access  the  status  of  their  MEB.  In  addition,  a  physi¬ 
cian  dedicated  to  assisting  Soldiers  with  the  MEB 
process  is  being  assigned  for  every  200  Soldiers 
involved  in  the  process. 

To  further  assist  Soldiers  in  expediting  the  MEB 
process,  MEDCOM  is  implementing  new  access  to  care 
standards  for  Warriors  in  Transition.  MEDCOM  has 
trained  ombudsmen  to  permit  the  identification  and 
resolution  of  problems  at  the  earliest  opportunity. 

The  Army  leadership  has  directed  the  senior  com¬ 
manders  on  Army  installations  to  make  Warrior  in 
Transition  facilities  and  furnishings  top  priorities  for 
repairs  and  improvements.  Eort  Sam  Houston  Garrison 
Commander  Col.  Martinson  directed  the  re-opening  of 
the  BAMC  ID  Card  office  on  July  10  in  the  basement  of 
BAMC,  specifically  for  Wounded  Warriors  and  their 
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with  the  support  of  a  full-time  Family 
Readiness  Support  Assistant.  The  Medical 
Command  has  trained  ombudsmen  to  permit 
the  identification  and  resolution  of  problems 
at  the  earliest  opportunity.  Consolidated  policy 
is  being  developed  to  facilitate  processes  that 
support  Warriors  in  Transition  and  their 
Families. 

Develop  Training  &  Doctrine. 

Previously  cadre  and  staff  in  the  companies 
supporting  wounded  and  ill  Soldiers  received 
no  formal  training  and  no  formalized  standard 
operating  procedures  existed.  The  Army  has 
developed  standard  operating  procedures  for 
the  newly  established  Warrior  Transition  Units 
(WTUs),  focusing  on  the  mission  of  these 
units-to  set  the  conditions  to  facilitate  the 
Soldier's  healing  with  the  goal  of  returning  the 
Warrior  to  duty,  or  to  facilitate  the  transition  to 
active  citizenship.  Orientation  programs  for 
new  WTU  commanders  and  cadre  have  been 
developed  and  the  first  formal  course  will  be 
held  June  25-26,  007.  The  Medical  Command 
has  increased  its  training  programs  in  the 
identification  and  treatment  of  Post  Traumatic 
Stress  Disorder  with  special  focus  on  Social 
Work  personnel,  WTU  nurse  case  managers, 
and  psychiatric  nurse  practitioners.  The 
Army  leadership  has  established  a  Post 
Traumatic  Stress  Disorder  and  Traumatic 
Brain  Injury  awareness  chain  teaching 


program  for  all  commanders  and  Soldiers. 

Create  Full  Patient  Visibility.  In 

previous  wars,  commanders  often  found  it 
difficult  to  locate  Soldiers  after  they  were 
evacuated  from  the  battlefield.  The  Medical 
Command  has  greatly  improved  the  ability  to 
provide  feedback  to  commanders  through  the 
Joint  Patient  Tracking  Application  and  is  now 
further  improving  the  reach-back  with  a  letter 
directly  to  the  Soldier's  commander  with 
instructions  on  how  to  contact  the  Soldier  and 
how  to  submit  awards  and  evaluation  reports 
for  battlefield  service.  The  Medical  Command 
has  established  policy  for  reception  of  Soldier- 
patients  arriving  by  commercial  or  private 
transportation.  The  Army  recognizes  that 
Soldiers  requiring  evacuation  may  prefer  to 
receive  their  care  close  to  supportive  Family 
and  has  developed  a  system  to  allow  Soldiers 
to  designate  a  preferred  treatment  location  as 
part  of  the  pre-deployment  process. 

Facilitate  the  Continuum  of  Care 
and  Benefits.  The  communication  between 
the  DOD  and  VA  continues  to  improve.  As  a 
pilot  program,  the  Army  Medical  Command  is 
co-locating  Veterans  Health  Administration 
(VA)  and  Veterans  Benefits  Administration 
liaisons  with  the  Walter  Reed  WTU  nurse  case 
managers  to  support  the  continuum  of  care 
and  benefits,  easing  the  transition  for 
Warriors  transitioning  from  the  military  to  the 


VA.  The  Army  has  developed  formal 
mechanisms  to  seek  the  Soldier's  approval 
and  electronically  transmit  the  required 
medical  and  administrative  documents 
between  the  Army  and  the  VA  to  expedite  the 
continuum  of  care  process. 

Improve  the  Medical  Evaluation 
Board  (MEB)  Process.  Previously  Soldiers 
undergoing  a  MEB  had  to  make  an 
appointment  with  their  nurse  case  manager  to 
find  out  the  status  of  their  MEB.  MEDCOM  has 
created  the  MyMEB  Web  site  on  the  Army 
Knowledge  Online  Web  page,  allowing 
Warriors  to  go  online  and  access  the  status 
and  progress  of  their  MEB.  In  addition,  a 
physician  dedicated  to  assisting  Soldiers  with 
the  MEB  process  is  being  assigned  for  every 
200  Soldiers  in  the  process.  To  further  assist 
Soldiers  in  expediting  the  MEB  process,  the 
Medical  Command  is  implementing  new 
access  to  care  standards  for  Warriors  in 
Transition.  Only  Soldiers  preparing  to  deploy 
will  have  priority  over  Warriors  in  Transition  for 
non-emergency  appointments. 

Enhance  Physical  Evaluation  Board 
(PEB)  Representation.  The  Army  called 
Reserve  Component  lawyers  and  paralegals  to 
active  duty  to  provide  additional  legal 
advocacy  for  Warriors  undergoing  the  PEB 
process  to  act  as  legal  advocates  for  these 
Warriors  in  Transition. 


families.  The  facility,  which  has  an  ID  Rapid  machine, 
will  be  open  from  7:30  to  11  a.m.  and  12:30  to  3:30 
p.m.,  Monday  through  Friday.  Additionally,  the  Okubu 
Barracks  has  been  designated  specifically  to  house 
Wounded  Warriors  assigned  to  the  BAMC  WTU.  During 
the  past  few  months,  thirty-six  rooms  on  the  first  floor 
of  the  barracks  complex  have  been  renovated  and  are 
in  full  ADA  compliance.  Recently,  $1.5  million  was  pro¬ 
vided  by  IMCOM  to  the  Garrison  to  convert  an  addi¬ 
tional  twenty-eight  rooms  to  ADA-compliant  quarters. 
IMCOM  also  provided  $4.83  million  to  add  water  sof¬ 
teners  and  antl-scaldlng  devices  for  burn  patients  and 
for  the  installation  of  TV  cables.  Another  project  being 
planned  is  the  installation  of  elevators  in  the  Okubu 
Barracks  to  provide  expansion  of  Soldiers  quarters  to 
the  second  floor,  if  required. 

The  Garrison  staff  is  also  Investigating  ways  to  sup¬ 
port  travel  to  administrative  and  medical  appointments 


for  the  WTU  by  obtaining  two  additional  ADA-compli¬ 
ant  buses  with  wheelchair  lifts  that  will  be  operated  by 
the  WTU  in  coordination  with  the  Garrison. 

Additional  progress  was  made  for  Warriors  in 
Transition  during  the  Biennial  AMEDD  (Army  Medical 
Department)  Physical  Evaluation  Board  Liaison  Officer 
(PEBLO)  Training  Conference,  held  in  May,  in  San 
Antonio,  Texas.  More  than  200  PEBLOs,  physicians, 
administrators,  and  other  stakeholders  from  military 
installations  around  the  world  attended.  The  theme  for 
the  conference  was  “Maintain  an  Army  Strong!  Through 
Efficient  and  Compassionate  PDES  Processing.” 

Brig.  Gen.  Reuben  D.  Jones,  the  Adjutant  General  of 
the  Army,  in  his  role  as  Commander,  United  States 
Army  Physical  Disability  Agency  (USAPDA),  provided 
the  keynote  address.  During  opening  remarks,  he 
stressed  that  overhauling  the  Physical  Disability 
Evaluation  System  (PDES)  is  key  to  fixing  the  cumber- 
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Left  to  Right:  Civilian  employee  issuing  Wounded  Warrior  ID 
card  at  Brooke  Army  Medical  Center  (BAMC);  Brig.  Gen.  James 
K.  Gilman,  Great  Plains  Regional  Medical  Command,  and 
Commanding  General,  Brooke  Army  Medical  Center,  Fort  Sam 
Houston,  Texas;  Purple  Heart  Medal 


some,  inconsistent,  and  confusing  bureaucracy  for 
wounded  and  ill  Soldiers  and  family  members.  “If 
there  is  only  one  action  taken,  this  is  it,”  he  said. 

Maj.  Gen.  Gale  S.  Pollock,  Commander,  U.S.  Army 
MEDCOM,  and  acting  Army  Surgeon  General,  spoke 
during  the  closing  workgroup  session.  She  praised  the 
quality  of  care  that  Army  medical  professionals  pro- 
vide,  while  recognizing  that  access  to  care  is  an  issue 
of  concern. 

During  the  conference,  PEBLOs  and  MEB  physicians 
received  certification  on  the  new  PDES  Transformation 
Initiatives  (Tl),  a  system  designed  to  improve  and  facik 
Itate  medical  processing  of  over  15,000  injured 
Soldiers  in  the  PDES. 

The  conference  also  Included  dedicated  training 
tracks  and  updates  on  medical  hold  and  medical 
holdover,  MEB,  the  Army  Wounded  Warrior  Program 
(WWP),  retirement  services.  Social  Security,  and  VA 
policies  and  procedures. 

According  to  Maj,  Gen.  Pollock,  the  AMAP  vision  for 
Army  Medicine,  the  Department  of  Veterans  Affairs 
(VA),  and  other  support  agencies  is  the  creation  of  a 
sustainable  healthcare  system  open  to  all  injured  and 
ill  Soldiers  for  medical  treatment,  vocational  rehabili¬ 
tation,  and  successful  return  to  active  duty,  or  transi¬ 
tion  back  into  civilian  life  with  follow-up  healthcare 
provided  by  the  VA. 

In  the  June  6,  2007  issue  of  MEDCOM  Now,  Pollock 
notes  that  AMEDD  is  providing  the  highest  quality  and 
most  advanced  medical  care  for  Soldiers  on  the  battle¬ 
field,  and  saving  more  lives  of  Soldiers  wounded  in 
combat  than  ever  before. 


Yet  Army  leaders  and  medical  professionals  know 
that  some  wounds  lie  beneath  the  surface  and  are  not 
always  visible  upon  first  assessment.  According  to 
Pollock,  brain  injury  and  psychological  stress  from 
combat  deployments  are  a  primary  healthcare  con¬ 
cern  for  the  Army  leadership. 

In  the  weeks  ahead,  the  Army  will  launch  a  chain 
teaching  program  (where  a  subject  is  taught  to  lead¬ 
ers,  who  then  teach  it  to  soldiers,  continuing  the  ses¬ 
sions  down  through  the  Army’s  chain  of  command) 
to  ensure  that  all  Soldiers  know  how  to  identify 
symptoms  of  post-traumatic  stress  disorder  (PTSD) 
and  traumatic  brain  injury  (TBI).  It  will  reach  more 
than  one  million  Soldiers  and  ensure  early  interven¬ 
tion.  The  goal  is  to  educate  all  Soldiers  and  leaders  to 
increase  their  awareness  and  understanding  of  these 
potentially  debilitative  health  conditions.  “As 
Soldiers  deploy  on  multiple  and  extended  tours  to 
the  combat  zone,  recognition,  diagnosis,  treatment, 
and  prevention  of  PTSD  and  TBI  are  of  utmost 
importance  to  our  leadership.  Soldiers  and  their 
Families,”  Pollock  noted. 

At  BAMC,  “We  are  standing  up  a  special  team  of  pro¬ 
fessionals  to  assist  in  the  management  of  Traumatic 
Brain  Injury,”  Col.  (Dr.)  Sheridan  said. 

BAMC’s  commitment  to  Soldiers  and  their  families 
continues  with  Implementation  of  the  broad  initiatives 
of  the  AMAP  and  its  installation  initiatives.  • 


Phil  Reidinger  is  Director  of  Public  Affairs  of  the  Army  Medical 
Department  Center  and  School  and  U.S.  Army  Garrison  at  Fort  Sam 
Houston,  Texas. 
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Visual  Impairment  and  Blindness 

Addressing  One  of  the  Growing  Concerns  of  Today’s  Veterans 

By  Michael  D.  Williams,  Ph.D. 


Visual  impairment  and  blindness 

are  issues  facing  the  veteran  and  non-veteran  popula¬ 
tions  in  a  variety  of  ways.  It  is  estimated  that  in  the  United 
States  more  than  26  million  people  over  the  age  of  40 
are  affected  with  some  type  of  visual  disorder.  More 
than  four  million  people  age  55  or  older  are  affected  by 
vision  loss  that  is  severe.  And  over  1 . 1  million  people 
are  legally  blind,  according  to  estimates  from 
the  National  Eye  Institute  (NEI). 

Normal  vision  in  the  U.S.  is  considered  to 
be  20/20.  Low  vision  is  generally  recog¬ 
nized  to  be  significant,  uncorrectable  visu¬ 
al  impairment  from  20/70  to  20/190  but 
not  yet  legal  blindness.  The  generally 
accepted  definition  of  legal  blindness  is  a 
central  visual  acuity  of  20/200  or  less  in 
the  better  eye  (with  corrective  glasses)  or  a 
visual  field  (peripheral  vision)  with  the 
widest  diameter  no  greater  than  20  degrees  in 
the  better  eye. 

Currently,  the  number  of  veterans  in  the 
U.S.  diagnosed  with  low  vision  is  estimated 
to  be  more  than  one  million.  The  number  of 
veterans  diagnosed  with  legal  blindness  is 
estimated  to  be  more  than  160,000.  Over 
45,000  veterans  diagnosed  as  legally  blind 
have  enrolled  for  care  through  the 
Department  of  Veterans  Affairs  (VA). 

The  VA  has  historically  provided  rehabilita¬ 
tion  programs  for  veterans  who  are  legally 
blind  and  is  currently  in  the  process  of 
aggressively  implementing  innovative 
new  service  delivery  models  that  focus 
on  the  needs  of  veterans  who  are 
struggling  with  the  onset  of  low  vision.  The  challenge  of 
helping  these  veterans  with  low-vision  and  blindness  has 
greatly  increased,  in  large  part  due  to  the  increasing 
numbers  of  older  veterans.  The  increasing  number  of 
younger  service  members  who  have  sustained  vision 
impairment  and  blindness  as  a  result  of  injuries  received 
while  serving  on  active  duty  in  the  current  Global  War  on 
Terror  has  further  increased  the  demand  for  vision  reha¬ 


bilitation  within  the  VA. 

The  impact  of  visual  impairment  and  blindness  is  very 
individualized  and  includes  a  wide  range  of  eye  con¬ 
ditions,  from  the  older  veteran  whose  vision  grad¬ 
ually  worsens  due  to  macular  degeneration  or 
some  other  age-related  eye  problems,  to  the  servi- 
ceperson  who  is  totally  blind  as  a  result  of  a  trau¬ 
matic  injury.  Veterans  who  must  cope  with  a 
significant  loss  of  vision  require  individual¬ 
ized,  specialized  care  and  treatment,  suited 
to  their  specific  cause  of  blindness. 
Physical  and  medical  condition,  age,  abili¬ 
ty  to  cope  with  frustrating  situations, 
learning  ability,  and  the  overall  needs  and 
lifestyle  of  the  veteran  are  important  con¬ 
siderations. 

A  person  confronted  with  visual  impair¬ 
ment  or  blindness  may  feel  limited  and 
frustrated  in  performing  everyday  activities 
previously  taken  for  granted.  Tasks  such  as 
dressing,  eating,  writing,  reading,  and  travel¬ 
ing  may  become  difficult  to  perform  inde¬ 
pendently.  Communication  with  other  people 
by  ordinary  means  is  often  hampered,  as  is  the 
ability  to  keep  up  with  daily  news  and  current 
events.  Social  interaction,  recreation,  and  hob¬ 
bles  may  also  be  limited  or  curtailed  as  a  result  of 
visual  impairment.  Frequently,  a  person  may  be 
forced  into  premature  retirement,  often  resulting 
in  loss  of  income  and  financial  security. 

As  a  result  of  the  strong  potential  for  negative 
ancillary  effects  due  to  visual  Impairment  or 
blindness,  it  is  not  uncommon  for  the  individual 
who  is  newly  vision  impaired  or  blinded  to  under¬ 
go  a  period  of  personal  stress.  Individuals  may  experi¬ 
ence  a  loss  of  self-esteem  or  believe  the  future  holds  lit¬ 
tle  promise.  Spouses,  families,  and  loved  ones  may  like¬ 
wise  experience  pressure,  strain,  or  uncertainty  as  a 
result  of  their  loved  one’s  diminished  vision. 

To  help  the  veteran  cope  with  the  multifaceted  Issues 
related  to  vision  loss,  the  VA  established  the  Blind 
Rehabilitation  Service  to  provide  a  wide  variety  of  reha- 
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bilitation  programs  and  services  to  veterans  who  are 
visually  Impaired  or  blind.  These  programs  are  designed 
to  improve  quality  of  life  for  veterans  who  are  visually 
Impaired  or  blind  through  the  development  and 
enhancement  of  skills  and  capabilities  needed  for  per¬ 
sonal  independence,  adjustment,  and  successful  reinte¬ 
gration  into  the  community  and  family  environment. 
Components  of  the  VA  Blind  Rehabilitation  Service 
include;  ten  inpatient  Blind  Rehabilitation  Centers; 
Visual  Impairment  Services  Teams  (VIST)  and  VIST 
Coordinators,  located  at  many  VA  Medical  Centers  and 
VA  Outpatient  Clinics;  Blind  Rehabilitation  Outpatient 
Specialists  (BROS);  National  Consultants;  and  Computer 
Access  Training  (CAT)  Programs.  In  addition,  there  are  a 
variety  of  low-vision  services  and  blind  rehabilitation 
programs  within  the  national  VA  system,  including; 
Visual  Impairment  Services  Outpatient  Rehabilitation 
(VISOR)  programs  and  Visual  Impairment  Centers  to 
Optimize  Remaining  Sight  (VICTORS). 

Assistive  Technoiogy  and  Sensory  Aids  for 
Veterans  with  Vision  Loss 

The  VA  Blind  Rehabilitation  Service  has  a  long  history  of 
providing  cutting-edge  assistive  technology  to  veterans  with 
vision  loss  and  blindness.  It  Issued  over  $19  million  in  blind 
aids  and  assistive  devices  to  veterans  in  2006,  through  the 
VA  Prosthetics  and  Sensory  Aids  Service,  totaling  some 
114,000  individual  items.  Each  veteran  who  is  legally  blind 
and  who  undergoes  visual  Impairment  rehabilitation  is 
evaluated  with,  perscribed,  and  taught  the  use  of  appropri¬ 
ate  assistive  technology  and  sensory  aid  devices.  Issuance 
of  assistive  devices  to  veterans  is  based  upon  need,  the 
demonstrated  ability  to  use  the  devices,  and  adherence  to 
clearly  defined  criteria.  Devices  issued  to  veterans  are 
intended  to  assist  in  overcoming  the  disability  of  blindness 
and  vision  loss  and  to  augment  their  ability  to  function 
effectively  and  efficiently  after  rehabilitation  is  completed. 
Generally,  VA  Blind  Rehabilitation  Specialists  (whose  scope 
of  practice  and  level  of  expertise  Include  the  ability  to  deter¬ 
mine  appropriateness  of  prosthetic  items)  request  assistive 
devices  and  technology  deemed  necessary  for  the  veteran 
with  visual  impairments  following  the  completion  of 
assessment  and  rehabilitation  training. 

Devices  and  assistive  technology  most  often  provid¬ 
ed  to  those  with  visual  impairment  and  blindness  range 
from  the  most  basic  low-tech  devices  to  highly  sophis¬ 
ticated,  cutting  edge  computerized  technology. 
Examples  of  non-optlcal  devices  commonly  prescribed 
by  the  VA  include  items  such  as  memo  organizers; 
Braille,  large-print  or  “talking”  time  pieces,  including 
clocks  and  watches;  letter,  signature,  and  check-writing 


guides  and  templates;  kitchen  and  appointment  timers; 
beverage  level  indicators;  and  bar  code  readers  to  assist 
with  identification  of  a  variety  of  items,  including 
clothing,  medicines,  and  food  items. 

Perhaps  the  most  commonly  prescribed  category  of 
assistive  devices  targeting  veterans  with  visual  impair¬ 
ment  involves  optical  low-vision  devices  (OLVDs)  and 
aids.  Specific  criteria  have  been  established  by  the  VA  to 
ensure  appropriate  and  legitimate  issuance  of  OLVDs. 
They  Include  the  determination  of  significant  vision 
impairment  by  a  qualified  eye  care  practitioner  (an 
optometrist  or  ophthalmologist).  Typically,  when 
OLVDs  are  provided,  it  is  also  necessary  to  provide 
training  and  instruction  on  the  correct  and  appropriate 
use  of  the  device.  Training  in  the  use  of  OLVDs  is  pro¬ 
vided  in  the  VA  by  specialists  who  have  appropriate 
professional  competencies,  including  optometrists, 
ophthalmologists,  blind  rehabilitation  specialists,  or 
others  who  possess  training  in  low  vision  therapy. 

Generally  speaking,  OLVDs  can  be  characterized  as 
addressing  three  primary  areas  of  visual  functioning, 
including  1)  near  visual  tasks,  involving  reading  or  per¬ 
formance  of  “near  spotting”  tasks;  2)  intermediate  visu¬ 
al  tasks,  such  as  writing  and  performing  other  activities 
of  dally  living;  and  3)  distance  visual  tasks,  such  as  quick 
object  spotting  (locating  addresses,  reading  signage, 
etc.).  Devices  typically  prescribed  to  veterans  to  address 
deficits  in  near  vision  include  spectacle-mounted  lenses 
that  magnify  the  image;  small,  portable  pocket  magni¬ 
fiers;  stand  magnifiers;  and  Closed  Circuit  Televisions 
(CCTVs).  Visual  Impairment  that  interferes  with  inter¬ 
mediate  vision  function  can  be  addressed  by  OLVDs 
such  as  OptiVISORS™,  magnifying  lamps,  and  spectacle- 
mounted  telescopic  lenses.  Distance-related  OLVDs  typ¬ 
ically  include  hand-held  monocular  telescopes  and  tel¬ 
escopic  lenses.  Often,  tinted  filters  and  other  sunwear 
are  also  used  to  assist  the  visually  impaired  individual 
with  adapting  to  varying  lighting  conditions  by  improv¬ 
ing  contrast  sensitivity  and  reducing  glare.  Other  adap¬ 
tive  devices  that  target  enhancement  of  vision  and  visu¬ 
al  functioning  include  lighting  devices  and  high-power 
lamps,  reading  stands  and  copy  holders,  and  optical 
character  readers  (OCRs)  that  scan  written  text  and  play 
it  back  in  an  audible  format. 

Closed  Circuit  Television  (CCTV)  devices  have  been  avail¬ 
able  to  users  with  visual  Impairments  since  the  1 970s.  At 
one  time,  these  devices  were  considered  to  be  experimen¬ 
tal  and  were  thought  best  used  by  someone  with  an  edu¬ 
cational  or  vocational  need.  Over  the  years,  the  CCTV  has 
become  a  commonly  used  device  for  all  manner  of  daily 
living  tasks,  including  reading  (mall,  books,  magazines. 
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Department  of  Veterans  Affairs  Inpatient 
Blind  Rehabilitation  Programs 


American  Lake  Blind 
Rehabilitation  Center 

VA  Puget  Sound  Health  Care  System 
9600  Veterans  Drive  SW 
Tacoma,  WA  98493-5000 
Phone:  (253)  582-8440 

Augusta  Blind  Rehabilitation  Center 

VA  Medical  Center 
1  Freedom  Way 
Augusta,  Georgia  309046285 
Phone:  (706)  733-0188,  Ext.  1-6661 

Central  Blind  Rehabilitation  Center 

Edward  Hines,  Jr.  Hospital 

5th  &  Roosevelt  Road 

P.O.  Box  5000 

Hines,  IL  60141 

Phone:  (708)  202-2272 

VA  Connecticut  Healthcare  System 

West  Haven  Campus 

VA  Medical  Center 

950  Campbell  Avenue 

West  Haven,  CT  0651 6 

Phone:  (203)  932-5711,  Ext.  2175 

Puerto  Rico  Blind 

Rehabilitation  Center 

VA  Medical  Center 

10  Casia  Street 

San  Juan,  PR  00921-3201 

Phone:  (787)  641-8325 

Southeastern  Blind 

Rehabilitation  Center 

VA  Medical  Center 

700  South  19th  Street 

Birmingham,  AL  35233 

Phone:  (205)  933-8101,  Ext.  1-6997 


Southwestern  Blind 
Rehabilitation  Center 

VA  Southern  Arizona  Health  Care  System 
3601  South  6th  Avenue 
Tucson,  AZ  85723 
Phone:  (520)  6294643 

Waco  Blind  Rehabilitation  Center 

VA  Medical  Center 
4800  Memorial  Drive 
Waco,  TX  76711 
Phone:  (254)  297-3649 

Western  Blind  Rehabilitation  Center 

VA  Palo  Alto  Health  Care  System 
3801  Miranda  Avenue 
Palo  Alto,  CA  94304-1290 
Phone:  (650)  858-3921 

West  Palm  Beach  Blind 
Rehabilitation  Center 

VA  Medical  Center 

7305  N.  Military  Trail 

West  Palm  Beach,  PL  33410-6400 

Phone:(561)422-8426 

Department  of  Veterans  Affairs 

Veterans  Health  Administration 

Blind  Rehabilitation  Service 

National  Program  Office 

810  Vermont  Ave.  N.W. 

Washington,  D.C.  20420 
Phone:  202-273-8483 


newspaper  articles),  writing,  viewing  photo¬ 
graphs,  medication  management,  hobbies,  etc. 

This  has  led  the  CCTV  to  become  one  of  the  most 
commonly  issued  devices  by  the  VA  to  veterans 
with  visual  impairment  and  blindness.  As  such, 
the  CCTV  has  become  the  centerpiece  of  a  class  of 
low-vision  devices  that  assist  many  veterans  to 
maintain  their  independence  and  dignity. 

Other  types  of  assistive  technology  and  aids 
that  are  commonly  prescribed  include  mobility 
canes  and  mobility  enhancing  devices.  The 
general  purpose  of  these  devices  is  to  assist 
people  with  obstacle  detection,  provide  some 
measure  of  protection  from  obstacles,  and  to 
extend  the  tactile  sense  of  the  user  in  order  to 
provide  information  about  the  environment. 

Some  may  also  require  a  support  cane.  There 
are  several  types  of  support  canes  available, 
with  red  and  white  markings  conforming  to 
specifications  for  a  cane  for  those  with  blind¬ 
ness.  Included  in  this  general  category  are  rigid 
canes  (the  long  cane),  folding  or  collapsible 
canes,  and  support  canes.  In  most  cases. 
Instruction  and  training  on  the  device  must  be 
provided  by  a  university  trained  Orientation 
and  Mobility  (O&M)  Specialist,  Other  types  of 
mobility  devices  Include  sound-enhancing  or  localiz¬ 
ing  devices,  laser  canes,  and  other  electronic  or 
mechanical  aids. 

The  VA  Computer  Access  Training  (CAT)  Program 
provides  specialized  services  to  eligible  veterans  with 
visual  Impairment  and  blindness,  including:  a  com¬ 
prehensive  adaptive  computer  needs  assessment;  rec¬ 
ommendation  of  appropriate  computer  equipment; 
training  on  recommended  equipment;  issuance  of 
equipment  upon  successful  completion  of  training; 
and  follow-up  technical  support,  as  required.  Eligible 
veterans  may  be  able  to  receive  local  training  and 
issuance  if  there  are  local  qualified  providers  in  the 
veteran’s  community.  The  equipment  issued  by  the 
CAT  program  is  state-of-the-art  computer  technology 
with  all  necessary  peripherals  and  accessible  hard¬ 
ware/software  to  meet  the  veteran’s  identified  needs. 
Training  typically  encompasses  comprehensive 
Instruction  on  accessible  hardware/software,  comput¬ 
er  literacy,  familiarization  with  the  computer  key¬ 
board,  fundamentals  of  disk  operating  systems,  and 
fundamentals  of  word  processing,  Internet  access, 
and  email. 

Although  partial  or  total  loss  of  vision  can  be  over¬ 
whelming,  the  problem  is  not  insurmountable. 
Rehabilitation  can  be  the  start  of  a  new  life.  It  is  the 


beginning,  the  training  ground,  the  base  that  prepares 
the  veteran  to  assume  or  continue  a  meaningful  place 
in  the  family  and  in  society.  Rehabilitation  assists  the 
veteran  with  visual  impairment  in  building  the 
strength,  skills,  and  self-confidence  to  live  a  normal, 
happy,  well-rounded  life.  Additionally,  the  increased 
sophistication  and  availability  of  assistive  technologies 
and  devices  that  target  vision  loss  and  blindness  offer 
the  veteran  with  visual  impairment  an  array  of  tools 
and  strategies  to  compensate  for  loss  of  vision. 

For  more  information  regarding  the  VA  Blind 
Rehabilitation  Service,  please  visit  the  VA  Blind 
Rehabilitation  Service  Web  site,  at  http;//www,va.gov/blind- 
rehab  or  contact  one  of  the  ten  inpatient  programs  listed  in 
the  sidebar  above. 

Reference  materials  for  this  article  can  be  requested 
from  kdauphinee@eparent.com. 


Michael  D.  Williams,  Ph.D.  is  a  Research  Scientist  at  the  Atlanta  VA 
Medical  Center's  Rehabilitation  Research  and  Development  Center  on 
Vision  Loss  and  Aging  and  is  currently  assigned  to  the  VA  Blind 
Rehabilitation  Service  National  Program  Office  in  Washington  DC  as  a 
Data  Manger  and  Rehabilitation  Planning  Specialist.  He  holds  an  aca¬ 
demic  appointment  at  Georgia  State  University  and  is  a  Research 
Scientist  at  Georgia  Institute  of  Technology's  Center  for  Assistive 
Technology  and  Environmental  Access.  He  can  be  reached  at 
mike.vvilliams2@va.gov. 
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The  Military  Child  Education  Coalition™  and  Pre-K  Now: 

WorHng  Together  to  Expand 
Pre-KIndeigaiten  OpOons  tor  Children 


prefklnow 


By  Stephanie  Surles  and  Holly  Barnes  Higgins 


At  its  annual  conference  in  July,  .he 

Military  Child  Education  Coalition  (MCEC'“)  released  a 
report  in  conjunction  with  Pre-K  Now,  a  public  education  and 
advocacy  organization  that  advances  high-quality,  voluntary, 
pre-kindergarten  options  for  three-  and  four-year-old  children. 
This  report,  titled  Pre-K  for  Military  Families:  Honoring  Service, 
Educating  Children,  examines  the  unique  challenges  faced  by 
today’s  young  military  families  and  calls  on  state  leaders  to 
actively  support  America’s  military  personnel  by  providing 
high-quality  pre-kindergarten  to  their  children.  The  report  is 
available  in  Portable  Document  Format  (PDF),  at 
http://www,militarychild.org/preknow.asp. 

States  across  the  country  are  making  impressive  progress 
toward  providing  Pre-K  for  all  three-  and  four-year-old  chil¬ 
dren,  but  many  families  still  lack  access  to  high-quality  pro¬ 
grams.  Because  eligibility  for  Pre-K  varies  widely,  a  military- 
connected  child  may  be  able  to  attend  in  one  state  but  could 
lose  that  opportunity  when  moving  to  a  new  state, 

“Access  to  high-quality,  Pre-K  programs  is  imperative  for 
military  children  and  their  families,’’  according  to  Mary  Keller, 
Ph.D„  executive  director  of  MCEC.  “In  this  time  of  extended 
deployments,  Pre-K  programs  can  provide  military  children 
with  the  stability,  education,  and  caring  attention  they  need  to 
cope  with  life’s  uncertainties.” 

“Research  shows  that  all  three-  and  four-year-old  chil¬ 
dren  benefit  from  high-quality  Pre-K,  and  for  children  of  the 
Armed  Forces,  Pre-K  provides  an  essential  element  of  stabil¬ 
ity,”  says  Libby  Doggett,  Ph.D.,  executive  director  of  Pre-K 
Now.  “A  good  Pre-K  program  can  help  these  children  cope 
with  frequent  moves  and  the  stress  of  parental  deployment 
by  giving  them  continuity  in  a  difficult  time,  so  they  can 
develop  the  social,  emotional,  and  educational  skills  needed 
for  success  in  school.” 

Studies  conducted  over  the  last  several  decades  have 
consistently  found  positive  outcomes  for  children  involved 
in  quality  Pre-K,  For  example,  they  are  less  likely  to  repeat 
grades,  more  likely  to  graduate,  more  likely  to  make  good 


decisions  regarding  their  health,  less  likely  to  experience 
depression,  and  more  likely  to  maintain  secure  employ¬ 
ment  as  adults. 

Access  to  high-quality  pre-kindergarten  options  is  also  an 
issue  for  children  with  special  needs.  In  some  areas,  chil¬ 
dren  with  suspected  developmental  delays  or  disabilities 
may  be  eligible  for  pre-kindergarten  programs.  Interested 
parents  should  check  with  their  local  school  district  office  to 
see  if  this  is  an  option  in  their  current  location.  For  advice 
on  determining  whether  Pre-K  is  right  for  your  child  and 
how  to  identify  a  quality  program,  please  see  MCEC’s 
Preparing  for  the  Journey,  available  in  the  MCEC  Store,  at 
http://www.militarychild.org. 

Research  from  the  National  Institute  for  Early  Education 
Research  shows  that  the  benefits  of  quality  early  education 
are  not  limited  to  special  needs  or  to  key  risk  factors,  such  as 
difficult  economic  circumstances.  Instead,  Pre-K  programs 
were  shown  to  be  important  for  all  children. 

In  this  case,  however,  MCEC  and  Pre-K  Now  saw  a  special 
group  of  children  that  should  be  assured  a  place  in  a  nur¬ 
turing  Pre-K  classroom,  wherever  the  military  life  took  them 
and  their  families.  Now,  policy  makers  and  families  in  states 
without  access  to  Pre-K  have  a  model  toward  which  to  work. 
Expanding  access  to  high-quality  Pre-K  programs  for  mili¬ 
tary  children  provides  a  tangible  method  for  supporting 
members  of  our  military  and  those  they  care  the  most  about 
—their  children. 

The  Military  Child  Education  Coalition  (MCEC)  is  a  non¬ 
profit  organization  focused  on  the  academic  and  school-relat¬ 
ed  needs  of  all  United  States  military-connected  children. 
MCEC  believes  strongly  that  parents  are  the  first  and  best 
advocates  for  their  child.  For  more  information,  please  con¬ 
tact  Stephanie  Surles,  MCEC’s  Director  of  Research  and 
Product  Development  at  stephanie.surles@militarychild.org, 
or  visit  MCEC’s  Web  site  at  http://www,militarychild,org. 

Pre-K  Now  collaborates  with  state  advocates  and  policy¬ 
makers  to  lead  a  movement  for  high-quality  pre-kindergarten 
for  all  three-  and  four-year-olds.  For  more  information,  please 
contact  Flolly  Barnes  Higgins,  Media  Relations  Director  • 
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Brooke  Army  Medical  Comer  (BAMC) 

Steps  Up  Care  fer  Waniers  in 
TransiUen,  Families 

By  Elaine  Wilson,  Fort  Sam  Houston  Public  Information  Office 


Since  June,  Brooke 

Army  Medical  Center  (BAMC)  has 
implemented  a  series  of  sweeping 
changes  designed  to  improve  the 
quality  of  care  for  Warriors  in 
Transition  and  their  Families. 

The  changes  are  driven  by  the 
Army  Medical  Action  Plan  (AMAP), 
an  Army  initiative  designed  to  elim¬ 
inate  bureaucratic  roadblocks  for 
Warriors  in  Transition  so  they  can 


focus  on  recovery  and  have  a 
smooth  transition  back  to  military 
duty  or  civilian  life. 

The  first  and  perhaps  most  dra¬ 
matic  change  is  the  formation  of  a 
Warrior  in  Transition  Battalion.  The 
battalion,  which  stood  up  June  15, 
replaces  the  former  active-duty 
Medical  Hold  and  reserve  Medical 
Holdover  companies.  Reserve  and 
active  duty  Warriors  in  Transition 


are  now  combined  in  three  compa¬ 
nies  under  the  battalion. 

All  battalion  Soldiers  are  in  a 
transitional  status,  meaning  they 
are  wounded  or  ill  and  undergoing 
treatment  at  BAMC. 

“We’re  all  one  team  so  it  makes 
sense  to  keep  everyone  under  the 
same  umbrella,”  said  Master  Sgt. 
Scott  Waters,  senior  operations  NCO, 
Warrior  in  Transition  Battalion. 
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The  reserve  and  active  duty 
Soldiers  were  separated  in  the  past 
to  ensure  familiarity  with  adminis¬ 
trative  processes,  which  differ  for 
each  component;  however,  “AMAP 
gives  us  the  resources  we  need  to 
accommodate  all  Soldiers  without 
differentiation,”  Waters  said.  “We 
now  have  the  extra  help  we  need  to 
successfully  manage  and  track  our 
Warriors  in  Transition  without  sep¬ 
aration.” 

Since  AMAP,  the  ratio  of  Soldier  to 
platoon  sergeant  has  reduced  dra¬ 
matically.  Whereas  before  there 
were  50  Soldiers  to  each  platoon 
sergeant  and  no  squad  leaders  at 
BAMC,  there  are  now  12  Soldiers 
per  squad  leader  and  about  30 
Soldiers  per  platoon  sergeant. 

Triad  Of  Care' 

But  with  myriad  issues,  ranging 
from  severe  injuries  to  Family  prob¬ 
lems,  there’s  “a  lot  to  be  done  even 
with  that  ratio,”  Waters  said.  To 
ensure  Warriors  in  Transition  have 
top-notch  care,  the  Army  created 
the  “Triad  of  Care”  concept,  which 
is  an  integral  part  of  the  battalion. 

Each  triad  comprises  a  case  man¬ 
ager,  primary  care  manager,  and 
squad  leader  or  platoon  sergeant. 
Each  Warrior  in  Transition  is 
assigned  to  a  triad,  which  ensures 
consistency  and  continuity  of  care 
for  the  Soldiers  and  their  Families. 

“It  eases  the  process  for  both  the 
Soldiers  and  the  healthcare 
providers,”  said  Lt.  Col.  Donna 
Rojas,  chief  of  case  management. 
“There’s  no  confusion  about  who  to 
call  when  there’s  a  question  or  con¬ 
cern.  The  providers  know  exactly 
which  squad  leader  to  call  and  vice 
versa.  And,  the  Soldier  knows  exact¬ 
ly  who  to  contact  as  well.” 

Case  managers 

Rojas  provides  oversight  for  the 
case  managers,  who  serve  as  a  pivot 


point  for  the  triad.  Responsible  for 
just  about  every  aspect  of  a  patient’s 
healthcare  plan,  case  managers 
ensure  Warriors  in  Transition  attend 
appointments,  understand  their 
treatment  plan,  and  are  on  hand  to 
aid  with  everything  from  housing 
Issues  to  Family  dilemmas. 


Case  managers  meet  with 
Warriors  in  Transition  weekly  and 
then  touch  base  with  the  Soldier’s 
platoon  sergeant  or  squad  leader 
and  Primary  Care  Manager  (PCM)  to 
ensure  the  Soldier’s  recovery  is  pro¬ 
gressing  smoothly.  “Successful 
treatment  takes  a  lot  of  collabora- 
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Staff  Sgt.  Thomas  Lee,  who 
suffered  a  just  below-the-knee 
amputation  as  a  result  of  an 
improvised  explosive  device 
explosion  while  serving  in 
Iraq,  works  out  at  the  Center  for 
the  Intrepid  with  physical 
therapist  Troy  Hopkins.  The  staff 
at  the  CFI  takes  great  pride  in 
their  work  and  relationships 
with  the  wounded  warriors 
rehabilitating  there.  It  is  the 
staff's  goal  to  challenge  and 
inspire  the  wounded  warriors  on 
their  road  to  recovery. 
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Brooke  Armv  Medical  Center 


tion,”  said  Lt.  Col.  Mary  Burns,  chief 
of  medical  management.  “Case 
managers,  PCMs,  and  squad  leaders 
are  all  looking  out  for  the  best  inter¬ 
ests  of  the  Soldiers;  the  key  is  to 
meet  regularly  and  catch  issues 
early,” 

Prior  to  AMAP,  each  case  manag¬ 
er  had  about  35  Warriors  in 
Transition  assigned.  But  thanks  to 
an  influx  of  resources,  there  are 
now  10  case  managers  assigned  to 
each  company,  and  the  ratio  has 
reduced  to  about  18  Soldiers  per 
case  manager. 

Primary  care  managers 

PCMs  also  have  reorganized  to  pro¬ 
vide  better  continuity  of  care.  Pre- 
AMAP,  several  PCMs  were  unoffi¬ 
cially  designated  for  Warriors  in 
Transition  but  didn’t  have  a  space 
dedicated  for  care  and  their  time 
was  divided  with  regular  patients. 
BAMC  now  has  officially  assigned 
three  healthcare  providers  and  a 
designated  area  of  the  Family 
Medicine  Clinic  to  better  serve 
wounded  and  ill  service  members. 
Additionally,  the  ratio  of  patients  to 
PCM  has  dropped  from  1,200  to  1 
to  200  to  1 .  The  reduction  in  patient 
load  allows  PCMs  to  spend  more 
time  with  each  service  member, 
increasing  from  20  minutes  to 
upwards  of  over  an  hour. 

“A  PCM  meets  with  every  Warrior 
in  Transition  within  24  hours  of 
arrival  and  conducts  a  head-to-toe 
evaluation,”  said  Dr.  Sara  Pastoor, 
chief  of  Primary  Care.  “We  assess 
every  aspect  of  the  patient’s  health¬ 
care  needs,  including  any  specialty 
care  that  may  be  needed  as  well  as 


preventive  healthcare,  such  as 
tobacco  cessation. 

“I’m  overwhelmingly  impressed 
with  and  proud  of  everyone  provid¬ 
ing  Warrior  in  Transition  services  at 
BAMC,”  Pastoor  added.  “It  can  be 
emotionally  draining  to  provide  the 
amount  and  type  of  health  care 
needs  Involved,  but  it  is  a  privilege 
to  be  exposed  to  the  sacrifices  and 
heroism.  It’s  a  challenging  job  for 
the  PCMs  because  it  takes,  not  just  a 
thorough  knowledge  of  medicine, 
but  also  a  thorough  administrative 
knowledge  of  the  system.” 

Squad  leaders/platoon  sergeants 

The  last  branch  of  the  triad,  the 
squad  leaders  and  platoon  ser¬ 
geants,  serve  as  the  “enlisted  Non- 
Commissioned  Officer  (NCO)  boots 
on  the  ground,”  Waters  said,  “We 
are  there  100  percent  for  the 
Soldiers  and  their  Families  from  the 
time  we’re  notified  a  Soldier  is 
coming,” 

Squad  leaders  take  care  of  every¬ 
thing  from  picking  up  the  Soldier  or 
Family  Members  at  the  airport  or 
emergency  room  to  transporting 
them  to  medical  appointments, 
“everything  that  doesn’t  Involve 
medical  care,”  Waters  said. 

The  process  starts  as  soon  as  the 
battalion  is  Informed  a  service 
member  is  incoming  or  checking 
out  of  the  hospital.  “We  help  the 
Soldiers  get  situated  and  then  the 
next  morning,  we  pick  them  up, 
introduce  them  to  the  case  manag¬ 
er  and  start  in  processing,”  said 
Waters,  adding  that  the  United 
States  Army  Garrison  Fort  Sam 
Flouston  also  provides  ongoing  sup¬ 


port  with  transportation  as  well  as 
barracks  maintenance  and 
upgrades  to  accommodate  varying 
physical  needs. 

The  NCOS  work  closely  with  the 
case  managers  to  ensure  an  open 
flow  of  communication,  “We  over¬ 
lap  in  a  lot  of  areas,”  Waters  said. 
“Sometimes  the  Soldier  feels  more 
comfortable  talking  with  a  case 
manager  or  vice  versa.  We  keep 
each  other  in  the  loop  to  ensure  all 
needs  are  being  met.” 

The  help  is  ongoing  as  the  squad 
leaders  stay  abreast  of  develop¬ 
ments  that  may  hinder  care,  such 
as  Family  problems  back  home  or  a 
pattern  of  missed  medical  appoint¬ 
ments. 

“Most  Warriors  in  Transition  are 
on  some  type  of  medication  and 
may  forget  an  appointment,” 
Waters  said,  “They  may  just  need  a 
simple  reminder,  and  we’re  here  to 
do  that.” 

As  the  war  continues,  each 
branch  of  the  triad  will  continually 
seek  ways  to  improve  processes 
and  programs  to  ensure  Warriors  in 
Transition  receive  the  best  care  pos¬ 
sible,  said  Col.  Barry  Sheridan,  chief 
of  Warrior  in  Transition  Services. 
“BAMC  has  always  cared  about  its 
Warriors  in  Transition,”  he  said. 
“But  now,  AMAP  is  giving  us  the 
resources  we  need  to  do  what  we 
do  even  better.”  • 


Elaine  Wilson  is  the  editor  of  the  Fort  Sam 
Houston  News  Leader.  She  arrived  at  Fort  Sam 
Houston  from  the  active-duty  Air  Force,  where 
she  served  for  nearly  8  years.  Her  last  assign¬ 
ment  was  at  Incirik  Air  Base,  Turkey.  She  cur¬ 
rently  serves  in  the  Air  Force  Reserves. 
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Renovations  Ease  Daily  Living  ior 
Wounded  Warriors 

i 

By  Cheryl  Harrison,  Fort  Sam  Houston  Public  Information  Office 


On  a  daily  basis,  the  majority  of 

Americans  wash  their  face  and  hands,  take  a  shower  or 
bath,  and  more  than  likely  reach  up  to  choose  an  out¬ 
fit  from  the  closet.  All  normal  routines,  usually  accom¬ 
plished  without  a  second  thought. 

Another  group  of  Americans,  which  includes 
Wounded  Warriors,  has  the  same  routine,  yet  it  is  not 
accomplished  without  forethought,  planning,  and  exe¬ 
cution. 

At  Okubo  Barracks,  near  Brooke  Army  Medical 
Center  (BAMC),  renovations  have  been  underway  for 


I  Pvt.  1st  Class  Terrance  McBride,  enjoys 
jlounging  in  a  recliner  while  in  his  room 
at  Okubo  Barracks.  Family  photos, 
personal  items,  and  a  recliner  add  a 
doziness  to  his  home  away  from  home. 


some  time  to  make  navigation  and  daily  routines  easi¬ 
er  to  accomplish  for  wounded  service  members. 

“With  far  more  wounded  Soldiers  than  anticipated, 
renovations  needed  to  be  accomplished,”  said  Jack 
Hagans,  Directorate  of  Public  Works.  “Two  of  the  seven 
wings  are  finished,  where  we  have  taken  two-person 
rooms  and  converted  them  into  rooms  for  one.” 

The  original  rooms  had  two  small  bedrooms,  a  com¬ 
mon  area,  and  a  full  bath.  The  rooms  were  small  and 
had  sharp  corners  and  angles  to  maneuver,  not  to  men¬ 
tion  they  were  dark,  cold  in  appearance,  and  not  func¬ 
tional  for  wheelchairs. 

Some  of  the  rooms  on  the  first  floor  of  Okubo 
Barracks  have  been  renovated  to  one-person  rooms 
with  a  living  area,  bedroom,  and  wheelchair-accessible 


bath.  Tubs  were  removed  and  tiled,  roll-in  showers 
were  installed  with  handicapped  rails.  Sinks  are  lower 
and  left  open  beneath  for  easy  reach  and  with  room  for 
knees  and  wheels.  Closets  were  installed  with  lower 
rods  for  hanging  clothing  as  well  as  lower  shelving  for 
storage  and  linens.  Included  in  the  upgrades  are 
thresholds  with  ramps  for  rolling  wheels  and  easy 
entry  into  the  rooms,  a  simple  solution  for  a  difficult 
maneuver,  when  confined  to  a  wheelchair. 

The  seven  wing  barracks  was  built  for  Warriors  in 
Transition  and  even  though  it  is  in  essence  a  part  of  the 
hospital,  the  atmosphere  around  Okubo  is  that  of 
apartment  living.  A  few  differences  are  evident;  all 
floors  are  tiled,  the  laundry  has  washers  and  dryers 
that  are  lower  than  the  norm,  but  it  is  a  home  away 
from  home  environment. 

Behind  the  doors  of  the  first-floor  units  is  the  tempo¬ 
rary  home  of  a  Wounded  Warrior,  The  entrance  is  wider, 
and  in  some  Instances,  a  key  is  not  required.  Burn  vic¬ 
tims,  for  Instance,  need  only  to  swipe  a  pass  key,  and  the 
door  will  automatically  open.  Enter  the  common  area  or 
living  room  and  notice  an  openness,  lots  of  light  and,  in 
the  case  of  Pfc.  Terrance  McBride,  a  cozy  place  to  call  his 
own  during  healing  and  rehabilitation. 

McBride  was  injured  during  a  training  incident  while 
downrange.  Both  of  his  hips  and  legs  were  crushed  and 
the  right  leg  broken  so  severely,  amputation  below  the 
knee  was  McBride’s  only  hope  of  walking  again. 

McBride’s  first  floor  apartment  displays  family  pho¬ 
tos,  personal  items  and  even  a  recliner  that  he  enjoys 
while  watching  television. 

When  asked  if  he  was  comfortable  in  his  renovated 
room,  McBride  responded,  “1  can’t  complain  at  all,  a  lot 
of  people  fix  it  to  their  liking.  1  bought  myself  a  reclin¬ 
er  from  the  PX,  One  guy  I  know  has  a  futon  sofa  in  his 
room,” 

“I  get  along  pretty  well.  I’ve  been  up  and  walking  for 
about  four  months  now.  Everything  is  different  now, 
and  1  just  have  to  alter  the  way  I  do  things,”  added 
McBride. 

continued  on  page  88 
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Traumatic  Servicemembers’  Group  Life  insurauce  [TSGUl 

Provides  Help  for  Traumadcally 
Iniured  Soldiers 

By  Minnie  Jones,  Public  Information  Office  Fort  Sam  Houston 


In  2005,  the  Depanment  of  Defense 

implemented  traumatic  injury  protection  insurance 
under  the  Servicemembers’  Group  Life  Insurance.  The 
program,  known  as  Traumatic  Servicemembers’  Group 
Life  Insurance  (TSGLI)  is  a  traumatic  injury  protection 
rider  under  the  SGLI  and  is  designed  to  provide  finan¬ 
cial  assistance  to  any  member  of  the  uniformed  servic¬ 
es  covered  by  SGLI  who  sustains  a  traumatic  injury  that 
result  in  certain  severe  losses. 

To  date  the  insurance  program  has  provided  about  $  1 36 
million  in  assistance  to  traumadcally  injured  Soldiers,  but 
despite  those  figures,  the  program  still  faces  challenges 
with  educating  service  members  about  the  program. 

Beginning  late  this  summer  and  through  fall,  the 
Army  will  be  Implementing  the  “Boots  on  the  ground” 
program  that  will  place  TSGLI  counselors  in  major 
Military  Treatment  Facilities  (MTF)  throughout  the 
Army  to  provide  a  full  stance  of  claims  assistance,  med¬ 
ical  staff  and  caseworker  education.  These  counselors 
will  be  working  through  Warrior  Transition  Units  and 
Soldier  Family  Assistance  Centers. 

Every  member  who  has  SGLI  also  has  TSGLI.  This 
coverage  applies  to  active  duty  members,  reservists. 
National  Guard  members,  funeral  honors  duty  and 
one-day  muster  duty  regardless  of  where  the  injury 
occurs,  on  or  off  the  job. 

The  only  exception  to  this  coverage  is  under  the 
retroactive  program.  This  benefit  provides  retroactive 
coverage  under  provision  PL  109-13  for  members  who 
sustain  severe  losses  due  to  a  traumatic  injury  between 
October  7,  2001  and  December  1 ,  2005  if  the  loss  was 
the  direct  result  of  injuries  incurred  in  Operations 
Enduring  Ereedom  or  Iraqi  Ereedom. 

The  coverage  is  automatic  for  those  insured  under 
basic  SGLI  and  the  premium  for  TSGLI  is  a  flat  rate  of 
$1  per  month  for  most  service  members.  Members 
who  carry  the  maximum  SGLI  coverage  of  $400,000 


will  pay  $29  per  month  for  both  SGLI  and  TSGLI.  The 
only  way  to  decline  TSGLI  is  to  decline  basic  SGLI  cov¬ 
erage.  TSGLI  is  not  available  to  spouses  and  children 
under  Family  SGLI. 

Not  all  injuries  or  conditions  are  covered  under 
TSGLI.  The  definition  of  a  qualifying  traumatic  injury  is 
an  injury  or  loss  caused  by  application  of  external 
force  or  violence  (a  traumatic  event)  or  a  condition 
whose  cause  can  be  directly  linked  to  a  traumatic 
event.  TSGLI  provides  an  insurance  benefit  for  one  or 
more  of  44  scheduled  physical  losses  due  to  external 
force  or  violence.  For  more  information  on  these  exclu¬ 
sions  and  for  a  complete  list  of  all  traumatic  losses  and 
the  TSGLI  schedule  of  payments,  visit  www.  insur¬ 
ance.  va.gov/sgllSite/TSGLI/TSGLIFAQ.htm. 

To  be  eligible  for  payment  of  TSGLI,  you  must  meet 
all  of  the  following  requirements: 

•  Servicemember  must  be  insured  by  SGLI, 

•  Servicemember  must  incur  a  scheduled  loss  and  that 
loss  must  be  a  direct  result  of  a  traumatic  injury. 

•  Servicemember  must  have  suffered  the  traumatic 
injury  prior  to  midnight  of  the  day  that  you  separate 
from  the  uniformed  services. 

•  Servicemember  must  suffer  a  scheduled  loss  within 
2  years  (730  days)  of  the  traumatic  injury. 

•  Servicemember  must  survive  for  a  period  of  not  less 
than  seven  full  days  from  the  date  of  the  traumatic 
injury.  (The  7-day  period  begins  on  the  date  and  time  of 
the  traumatic  injury,  as  measured  by  Zulu  [Greenwich 
Meridian]  time  and  ends  1 68  full  hours  later.) 

TSGLI  provides  one-time,  tax-free  payments 

between  $25,000  and  $100,000  depending  on  the 
loss  directly  resulting  from  the  traumatic  injury. 
Coverage  continues  for  1 20  days  from  date  of  separa¬ 
tion,  or  up  to  one  year  if  totally  disabled  at  the  time  of 
separation  from  service. 

continued  on  page  88 
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Before  renovations,  the  bath  held 
a  regular  bathtub.  With  the 
changes,  wheelchairs  can  easily 
roll  into  the  shower,  allowing  a 
measure  of  safety  and  normalcy 
for  wounded  warriors. 


Rob  “Robbie”  Robinson,  facility  manager,  Okubo 
Barracks,  acted  as  tour  guide,  showing  the  before  and 
after  rooms.  He  also  pointed  out  the  changes  and  high- 
lighted  what  was  done  and  still  needs  to  be  done, 

“For  future  renovations,  recliners  are  on  the  list.  1  also 
recommended  lighter  wall  colors  rather  than  the  issued 
gray.  It  gives  a  better  feel,  and  all  new  furniture  is  being 
planned,”  said  Robinson. 

“In  the  very  near  future,  the  Fort  Worth  District  Corps 
of  Engineers  will  award  a  construction  contract  to  repli' 
cate  the  current  handicap  friendly  design  to  the  first 
floor  of  Wing  G  of  Building  3631  and  the  first  floors  of 
Wings  A  and  B  of  Building  3635  by  September  30.  This 


Renovations 

contined  from  page  86 

will  add  an  additional  capac¬ 
ity  of  28  rooms  to  the  cur¬ 
rent  36  rooms  that  have 
already  been  renovated.  The 
project  is  scheduled  for 
completion  in  the  third 
quarter  of  fiscal  year  2008,” 
added  Hagans, 

Okubo  Barracks  was 
named  for  Technician  5th 
Grade  James  K.  Okubo,  who 
distinguished  himself  while 
serving  as  a  medic  with  the 
442nd  Regimental  Combat 
Team.  Over  the  course  of  two 
days  in  October  of  1 944,  with 
enemy  fire,  minefields  and 
roadblocks,  Okubo  heroically 
came  to  the  aid  of  about  25 
battle  buddies.  Then  a  few  days  later,  on  November  4,  he 
saved  the  life  of  a  wounded  crewman  from  a  burning  tank. 
For  his  gallantry,  Okubo  was  awarded  the  Medal  of  Honor. 

Okubo’s  name  honors  the  halls  of  Building  3631, 
temporary  home  of  today’s  Wounded  Warriors  and 
America’s  heroes.* 


Cheryl  Harrison  has  been  a  writer  and  photographer  for  the  Fort  Sam 
Houston  News  Leader  for  the  past  two  years.  Before  that,  Cheryl  was  a 
graphic  designer  for  the  12th  Services  Division  at  Randolph  AFB,  TX.  In  her 
spare  time  Cheryl  writes  articles  and  submits  photos  for  the  Oak  Hills 
Church  (in  San  Antonio)  monthly  publication  "The  Crossings."  Cheryl  has 
many  years  of  military  experience  having  worked  for  the  government  for 
over  20  years  and  was  an  Air  Force  "brat." 


Traumatic  Senricemembers’  Group  Life  Insurance 

continued  from  page  87 


TSGII  vs.  Disability  Compensation 

Do  not  confuse  TSGLl  with  disability  compensation. 
TSGLl  is  not  meant  to  serve  as  an  ongoing  income 
replacement,  like  some  other  types  of  insurance.  Its 
purpose  is  to  help  the  Soldier  through  the  tough  times 
that  occur  as  the  result  of  a  traumatic  Injury,  while  dis¬ 
ability  compensation  is  intended  to  provide  ongoing 
financial  support  to  make  up  for  the  loss  of  income- 
earning  potential  due  to  service-connected  injuries. 

In  addition,  TSGLl  has  no  effect  on  entitlement  for 
compensation  and  pension  benefits  provided  by  the 
Department  of  Veterans  Affairs  or  disability  benefits 
provided  by  the  Department  of  Defense  (DoD),  It  is  an 
insurance  product  similar  to  commercial  dismember¬ 
ment  policies. 


For  more  Information,  call  the  Army  Wounded 
Warrior  program  at  1-800-237-1336  and  ask  for  a 
TSGLl  assistant  or  e-mail  tsgli@hoffman.army.mll; 
the  Office  of  Servicemembers’  Group  Life 
Insurance  at  1-800-419-147;  or  email  at 
osgll.clalms@prudential.com.  • 


Minnie  Jones  is  a  public  affairs  specialist  specializing  in  community  rela¬ 
tions  for  the  Fort  Sam  Houston  Public  Information  Office,  and  a  frequent 
contributor  to  the  Fort  Sam  Houston  News  Leader.  Minnie  is  also  a  senior 
master  sergeant  who  has  served  29  years  in  the  Air  Force  Reserve. 


(Sources:  U.S.  Department  of  Defense,  Office  of  the  Assistant  Secretary 
of  Defense,  Department  of  Veterans  Affairs  and  U.S.  Army  Human 
Resource  Command) 
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1 )  Under  the  state  and  national 
flags.  Medal  of  Honor  Recipients 
(from  left)  Don  Ballard,  Bob 
O'Malley,  Drew  Dix,  David 
McNerney,  Jack  Lucas,  and  Col. 
James  Stone  dedicate  a  memorial 
tree  for  first  time  visitor,  Lucas,  to 
Gainesville,  Texas.  Gainesville 
established  a  program  eight  years 
ago,  which  invites  Recipients  to 
visit  Gainesville;  so  far,  19  have 
accepted  the  invitation. 

(Photo  by  Gary  Alexander) 


2)  Vietnam  Medal  of  Honor 
Recipient  David  McNerney  talks 
with  Texas  A&M  cadets  during 
this  year's  "Medal  of  Honor 
Weekend,"  hosted  by  Gainesville, 
Texas.  Each  year  the  small  north 
Texas  town  plants  an  oak  tree  in 
honor  of  each  Recipient  who 
visits  the  "Medal  of  Honor  Host 
City  Program"  community— the 
only  one  in  the  nation.  Thus  far, 
19  Recipients  have  been  honored 
in  this  way. 


4^ 


(Photo  by  Gary  Alexander) 


3)  Marine  Iwo  Jima  Medal  of 
Honor  Recipient,  Jack  Lucas,  is 
assisted  by  a  young  Marine 
during  last  September's 
Congressional  Medal  of  Honor 
Society  convention  in  Green  Bay, 
Wisconsin.  Lucas,  one  of  only 
three  surviving  Recipients  from 
the  famous  World  War  II  battle, 
was  also  a  recent  guest  of  the 
Gainesville,  Texas  Medal  of  Honor 
Host  City  Program  where  he 
signed  copies  of  his  book. 
Indestructible.  Several  Host  City 
Program  officers  were  invited  to 
the  annual  gathering. 

(Photo  by  Gary  Alexander) 

4)  Medal  of  Honor  Recipient 
Drew  Dix  waves  from  a  vintage 
WWII  Jeep  during  Gainesville, 
Texas'  annual  parade,  part  of  a 
weekend  celebration  hosted  by 
the  community's  "Medal  of  Honor 
Host  City  Program."  Dix  was 
awarded  the  Medal  of  Honor  for 
his  actions  during  the  1968  Tet 
Offensive,  which  are  recounted  in 
his  combat  memoir.  Rescue  of 
River  City. 

(Photo  by  Gary  Alexander) 

5)  Colonel  Bob  Howard,  the  most 
decorated  living  member  of  the 
United  States  military  and  new 
President  of  the  Congressional 
Medal  of  Honor  Society. 

(Photo  by  Gary  Alexander) 
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We  at  EP  wish  to  recognize  and  owe  a  great  debt  of  grat¬ 
itude  to  all  the  men  and  women  who  have  served  and  are 
serving  now. 

Community  of  One 

From  Our  Families... lb  Your  Families 
Two  Flag’s  Raised  on  Mount  Suribachi 


On  Friday,  February  23,  D  plus  4,  a  40'man  combat 
team  consisting  of  a  handful  of  men  from  battalion  head¬ 
quarters  and  the  remnants  of  3rd  Platoon  in  Company  E, 
2nd  Battalion,  28th  Marines,  5th  Marine  Division  under 
the  command  of  Company  E’s  executive  officer. 
Lieutenant  Harold  G.  Schrier,  successfully  scaled 
HOTROCKS,  the  code  name  for  Mount  Suribachi,  At  the 
top  a  Marine  picked  up  a  length  of  iron  pipe  and  secured 
a  small  American  flag  that  measured  28”  X  54”  brought 
up  by  the  platoon.  The  first  flag  was  raised  between  1020 
and  103.  Technical  Sergeant  Louis  R,  Lowery,  still  pho¬ 
tographer  for  Leatherneck  magazine,  took  pictures  of  the 
first  raising.  However,  the  flag  was  too  small  to  be  seen 
through  the  haze  of  battle,  which  was  one  account  given 
for  a  second  flag  raising,  and  a  larger  battle  ensign  that 
measured  4’  8”  X  8’  was  borrowed  from  LST  779  that  was 
beached  near  the  base  of  Suribachi.  A  runner.  Private 
Eirst  Class  Rene  Arthur  Gagnon,  took  it  to  the  top  of 
HOTROCKS.  The  first  flag  came  down  at  the  exact  time 
the  second  flag  was  raised.  Joe  Rosenthal,  Associated 
Press  photographer  who  was  ascending  Suribachi  as 
Sergeant  Lowery  descended,  arrived  in  time  to  take  the 
picture  of  the  second  flag  raising,  which  became  the 


most  famous  photograph,  as  well  as  the  most  controver¬ 
sial,  of  the  Pacific  War,  Even  the  time  of  the  raising  was 
controversial.  It  was  given  an  estimated  range  of  between 
1200  and  1400  hours.  The  battle  ensign  was  caught  in 
the  strong  north  wind  and  visible  to  all  parts  of  the  island 
and  ships  off  shore. 

The  men  who  raised  the  first  flag  were:  Sergeant  Henry 
Oliver  “Hank”  Hansen,  Corporal  Charles  W.  “Chuck” 
Lindberg,  First  Lieutenant  Harold  George  “Hal”  Schrier 
and  Sergeant  Ernest  Ivy  “Boots”  Thomas,  Jr.  They  were 
aided  by  Corporal  Robert  A.  Leader,  and  Private  Eirst 
Class  Leo  J.  Rozek,  who  located  a  12-14  foot  length  of 
water  pipe  for  the  flag  pole  and  passed  it  to  the  summit. 

The  men  who  raised  the  second  flag  were:  Corporal 
Harlon  H.  Block,  Pharmacist’s  Mate  Second  Class  John 
Henry  “Doc”  Bradley,  Private  First  Class  Rene  Arthur 
Gagnon,  Private  First  Class  Ira  Hamilton  “Chief’  Hays, 
Private  First  Class  Franklin  Runyon  Sousley,  and  Sergeant 
Michael  Strank.  (Courtesy  of :  Jacklummus.com) 

Brief  History  of  Veterans  Day 

Veterans  Day,  formerly  known  as  Armistice  Day,  was 
originally  set  as  a  U.S.  legal  holiday  to  honor  the  end  of 
World  War  1,  which  officially  took  place  on  November 
11,  1918,  In  legislation  that  was  passed  in  1938, 
November  11  was  “dedicated  to  the  cause  of  world 
peace  and  to  be  hereafter  celebrated  and  known  as 
Armistice  Day.’”  As  such,  this  new  legal  holiday  hon¬ 
ored  World  War  I  veterans. 

In  1954,  after  having  been  through  both  World  War  II 
and  the  Korean  War,  the  83rd  U.S.  Congress— at  the  urg¬ 
ing  of  the  veterans  service  organizations — amended  the 
Act  of  1938  by  striking  out  the  word  “Armistice”  and 
inserting  the  word  “Veterans.”  With  the  approval  of  this 
legislation  on  June  1,  1954,  November  11  became  a  day 
to  honor  American  veterans  of  all  wars. 

In  1968,  the  Uniforms  Holiday  Bill  ensured  three-day 
weekends  for  federal  employees  by  celebrating  four 
national  holidays  on  Mondays:  Washington’s  Birthday, 
Memorial  Day,  Veterans  Day,  and  Columbus  Day.  Under 
this  bill.  Veterans  Day  was  moved  to  the  last  Monday  of 
October.  Many  states  did  not  agree  with  this  decision  and 
continued  to  celebrate  the  holiday  on  its  original  date. 
The  first  Veterans  Day  under  the  new  law  was  observed 
with  much  confusion  on  October  25,  1971. 

Finally  on  September  20,  1975,  President  Gerald  R. 
Ford  signed  a  law,  which  returned  the  annual  observance 
of  Veterans  Day  to  its  original  date  of  November.  11, 
beginning  in  1978.  Since  then,  the  Veterans  Day  holiday 
has  been  observed  on  November  11.  (Courtesy  of 
www.military.com)  • 
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IN  HONOR  OF  VETERANS  on  Veterans  Day,  11  November  2007 


The  President  of  the  United  States 
in  the  name  of  The  Congress 
takes  pleasure  in  presenting  the 
Medal  of  Honor 
to 

BALLARD,  DONALD  E. 

Rank  and  organization:  Hospital  Corpsman  Second  Class,  U.S.  Navy,  Company  M,  3d 
Battalion,  4th  Marines,  3d  Marine  Division.  Place  and  date:  Quang  Tri  Province, 
Republic  of  Vietnam,  16  May  1968.  Entered  service  at:  Kansas  City,  Mo.  Born:  5 
December  1945,  Kansas  City,  Mo. 

Citation: 

For  conspicuous  gallantry  and  intrepidity  at  the  risk  of  his  life  and  beyond  the  call  of 
duty  -while  serving  as  a  HC2c.  with  Company  M,  in  connection  with  operations  against 
enemy  aggressor  forces.  During  the  afternoon  hours.  Company  M  was  mo-ving  to  join 
the  remainder  of  the  3d  Battalion  in  Quang  Tri  Province.  After  treating  and  evacuating 
2  heat  casualties,  HC2c.  Ballard  was  returning  to  his  platoon  from  the  evacuation 
landing  zone  when  the  company  was  ambushed  by  a  North  Vietnamese  Army  unit 
employing  automatic  weapons  and  mortars,  and  sustained  numerous  casualties. 
Observing  a  wounded  marine,  HC2c.  Ballard  unhesitatingly  moved  across  the  fire 
swept  terrain  to  the  injured  man  and  swiftly  rendered  medical  assistance  to  his 
comrade.  HC2c.  Ballard  then  directed  4  marines  to  carry  the  casualty  to  a  position  of 
relative  safety.  As  the  4  men  prepared  to  move  the  wounded  marine,  an  enemy  soldier 
suddenly  left  his  concealed  position  and,  after  hurling  a  hand  grenade  which  landed 
near  the  casualty,  commenced  firing  upon  the  small  group  of  men.  Instantly  shouting  a 
warning  to  the  marines,  HC2c.  Ballard  fearlessly  threw  himself  upon  the  lethal 
explosive  device  to  protect  his  comrades  from  the  deadly  blast.  When  the  grenade  failed 
to  detonate,  he  calmly  arose  from  his  dangerous  position  and  resolutely  continued  his 
determined  efforts  in  treating  other  marine  casualties.  HC2c.  Ballard's  heroic  actions 
and  selfless  concern  for  the  welfare  of  his  companions  served  to  inspire  all  who 
observed  him  and  prevented  possible  injury  or  death  to  his  fellow  marines.  His 
courage,  daring  initiative,  and  unwavering  devotion  to  duty  in  the  face  of  extreme 
personal  danger,  sustain  and  enhance  the  finest  traditions  of  the  U.S.  Naval  Service. 
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By  Gary  Alexander 


Medal  of  Honor  Recipient 

Don  “Doc”  Ballard  has  a  demanding 
schedule  of  meetings,  public  appear¬ 
ances,  conventions,  and  reunions.  Like 
many  of  his  fellow  recipients,  he 
attends  all  presidential  inaugurations 
and  monument  dedications,  and  is  a 
sought-after  speaker  at  patriotic  events. 
It  is  not  unusual  for  Doc  to  crisscross 
the  country,  sometimes  making  two  or 
three  trips  a  month.  Yet  he  can’t  recall 
the  exact  number  of  times  he’s  visited 
Gainesville  Texas-a  town  of  16,000 
along  the  Red  River  just  a  few  miles 
from  the  Oklahoma  border. 


“Those  of  us  who  have  had  the 
chance  to  visit  Gainesville  never  miss 
the  opportunity  to  encourage  other 
recipients  to  do  so  as  well,”  says 
Ballard.  A  Vietnam  War  veteran  from 
Kansas  City,  Ballard  was  the  first  to 
answer  the  invitation  from  Gainesville’s 
Medal  of  Honor  Host  City  Program. 
Each  year  the  program  invites  a  num¬ 
ber  of  recipients  to  participate  in  its 
Medal  of  Honor  Weekend,  and  this  year 
the  organizers  hope  to  welcome  the 
25th  recipient  since  the  celebration 
began  in  2001 . 

“Gainesville  exemplifies  the  patrlot- 


“Jt  shall  be  the  privU 
lege  and  responsibility 
of  the  City  of  Gainesville, 
Texas  to  welcome  our 
Nation's  Medal  of  Honor 
Recipients  at  every 
opportunity. 

In  so  doing,  we  pay 
homage  to  the  principles 
which  the  Medal  of 
Honor  represents... 

Duty,  Honor,  Country" 

—  Medal  of  Honor  Host  City 
Program  of  Gainesville,  Texas 


ism  which  is  vibrant  and  thriving  in 
rural  America  but  is  too  often  overshad¬ 
owed  by  the  continual  focus  on  the 
excess  and  cynicism  of  this  country’s 
metropolitan  population  centers,”  he 
said,  noting  that  is  one  of  the  reasons 
he  enjoys  returning,  sometimes  just  for 
an  unannounced  long  weekend. 


Doc  Ballard,  new  recipient  Tiber  Rubin,  and 
friend  Carroll  Bertram. 

(Photo  by  Gary  Alexander) 


MEDAl  OF  HONOR  RECIPIENT 

Don  “Doc”  Dallard 
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Ballard,  a  Navy  Corpsman,  was  serv¬ 
ing  in  Third  Battalion,  Fourth  Marine 
Regiment  in  1968,  when  his  unit  was 
ambushed  by  the  North  Vietnamese. 
Reacting  immediately  to  the  first  cries 
of  “Corpsman  up!”  Ballard  rushed  to 
the  fallen  Marines  still  under  hostile 
fire  and  pulled  them  to  a  safer  position 
for  treatment.  Soon  this  position 
became  untenable  as  Ballard  and  his 
fellow  Marines  found  themselves  in 
the  center  of  a  crossfire  between 
Marine  and  enemy  forces.  Suddenly  an 
enemy  hand  grenade  landed  near  the 
wounded.  Ballard  quickly  grabbed  it 
and  threw  it  back  as  the  machine  gun 
and  small  arms  fire  increased. 
Moments  later,  a  second  grenade 
bounced  into  the  middle  of  the  small 
group  of  Americans.  With  no  time  to 
throw  it  away,  Ballard  instead  covered 
the  grenade  with  his  body  to  protect 
his  seriously  injured  comrades. 

Later,  Ballard  would  tell  a  reporter 
that  after  what  had  seemed  like  an  eter¬ 
nity,  and  no  explosion,  he  reached 
underneath  him  to  grasp  the  grenade, 
rolled  over,  and  in  the  same  motion 
threw  the  grenade  away.  A  split  second 
later,  witnesses  say,  the  grenade  explod¬ 
ed  in  midair,  but  out  of  harm’s  way. 
Ballard  was  already  back  to  treating  his 
casualties.  “1  didn’t  have  time  to  think,” 
he  said.  “It  was  instinctive,  and  it  was 
the  right  time  to  be  in  the  wrong  place.” 

Since  then,  Ballard  said  that  he  has 
come  to  believe  that  it  is  often  harder 
to  wear  the  Medal  than  it  was  to  earn  it 
because  for  the  rest  of  their  lives  Medal 
of  Honor  Recipients  shoulder  a  heavy 
burden  -  they  represent  the  American 
military  and  all  its  veterans  and  the 
very  core  values  of  the  nation,  “I  would 
be  remiss  if  I  didn’t  say  that  we  also 
wear  the  Medal  for  all  those  who  made 
the  ultimate  sacrifice  and  were  heroes, 
but  no  one  was  there  to  witness  their 
actions.  We  speak  for  those  who  could 
never  speak  for  themselves.” 

At  the  end  of  his  enlistment,  Ballard 
left  the  Navy  and  joined  the  Army  just  a 


Don  "Doc"  Ballard  is  shown  in  his  official 
Medal  of  Honor  photograph  in  1970,  on  the 
last  day  he  wore  a  Navy  uniform.  Shortly 
thereafter,  he  received  an  officer's 
commission  and  eventually  retired  at  the 
rank  of  Colonel  from  the  Kansas  Army 
National  Guard.  He  is  now  a  businessman  in 
Kansas  City.  (Photo:  Department  of  the  Navy) 


day  or  two  before  he  was  to  receive  the 
Medal  from  President  Richard  Nixon, 
Learning  of  his  decision  to  join  the 
Army,  General  William  Westmoreland 
offered  him  a  direct  commission  and  an 
active  duty  assignment.  For  family  rea¬ 
sons,  Ballard  turned  the  offer  down  but 
was  later  persuaded  to  accept  the  com¬ 
mission  in  the  Kansas  Army  National 
Guard,  where  he  remained  until  he 
retired  at  the  rank  of  Colonel.  He  was 
Inducted  into  the  Kansas  National  Guard 
Hall  of  Fame  in  November  2001 . 

“I  believe  the  Gainesville  Host  City 
Program’s  approach  follows  closely 
(the  Congressional  Medal  of  Honor 
Society’s)  mission  statement,  which  is 
to  foster  Americanism  and  patriotism 
in  our  country,”  Ballard  said.  “We  love 
to  talk  to  students  at  all  opportunities 
because  each  generation  must  pro¬ 
duce  civic  and  military  leaders  when 
their  time  comes,”  he  said,  noting  that 
for  this  current  generation  it  is  harder 
to  “answer  the  call”  than  in  the  past. 

“We  grew  up  in  a  patriotic  environ¬ 
ment,  which  was  reinforced  by  the 
school,  the  church,  and  the  community, 
so  the  message  was  clear  and  under¬ 
standable,”  Ballard  recalled.  “And. . .  there 
was  a  draft;  it  was  a  real  fact  of  life  for 
young  men  as  soon  as  they  turned  1 8.” 

Ballard  believes  that  nowadays,  how¬ 


ever,  young  men  and  women  desiring 
to  join  the  all-volunteer  military  must 
overcome  the  negative  peer  pressure  of 
friends  and  classmates  who  would  not 
consider  military  service  or  who  even 
oppose  it.  The  Kansas  City  business¬ 
man  said  that  older  veterans  and  espe¬ 
cially  Medal  of  Honor  Recipients  have 
a  responsibility  to  support  the  military 
and  the  young  veterans  of  the  war  in 
Iraq  and  Afghanistan  and  to  encourage 
them  to  use  that  experience  to  help 
guide  the  nation  in  the  future. 

These  young  Americans  made  the 
right  choice  by  serving  their  nation, 
he  said,  even  though  they  had  to  sac¬ 
rifice-some  of  them  at  a  great  per¬ 
sonal  price— when  their  peers  have 
not.  “They  made  an  informed  deci¬ 
sion  to  serve,”  said  Ballard.  “And, 
often,  despite  grievous  wounds  and 
shattering  experiences,  they  know 
that  they  made  the  right  decision  to 
serve  and  will  call  on  that  experience 
for  the  rest  of  their  lives.  Hopefully, 
they  will  use  it  to  Influence  others.” 

“The  last  thing  we  want  to  do  is  send 
ignorant  people  to  the  polls;  an  unin¬ 
formed  vote  flies  in  the  face  of  the 
ideals  of  this  nation,”  Ballard  said.  “And 
that’s  why  I  support  the  Gainesville 
program.  By  bringing  us  down  here  we 
help  reinforce  the  message  of  ‘duty, 
honor,  country,’  ”  he  said.  “We  do  our 
best  to  emphasize  patriotism  that  is 
found  less  frequently  in  schools,  civic 
organizations,  and  churches.”  • 


Gary  Alexander  is  a  Marine  veteran  of  the 
Vietnam  War,  a  former  journalist  and  photogra¬ 
pher,  and  editor  and  media  relations  director. 
He  has  been  a  psychotherapist  since  1990.  He  is 
currently  the  historian  for  and  a  member  of  the 
executive  board  of  the  Medal  of  Honor  Host 
City  Program  in  Gainesville,  Texas,  and  contin¬ 
ues  work  on  a  non-fiction  book  about  his  expe¬ 
riences  in  Vietnam.  He  is  a  recommended  mem¬ 
ber  of  the  Home  of  Heroes  Speaker's  Bureau  on 
the  subject  of  Medal  of  Honor  recipients  and 
the  history  of  the  Medal  of  Honor.  He  can  be 
reached  at  Trauma  Treatment  Consultants, 
1109  Hillcrest  Blvd.,  Gainesville,  Texas  76240, 
(940)  372-0078. 
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IN  HONOR  OF  VETERANS  on  veterans  Day,  11  November  2007 

Modal  of  Honor  -  HOST  CITY  PR06RAM 

Gainesville.  Texas 


By  Gary  Alexander 
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History 

Back  in  the  mid-1990s,  Don  Pettigrew 
and  I  were  privileged  to  attend  reunions 
of  the  Iwo  Jima  Survivors  Association, 
which  were  held  annually  in  Wichita 
Falls  or  Dallas.  For  two  Marine  Vietnam 
veterans,  meeting  these  men  was  a  pil¬ 
grimage...  an  honor.  The  second 
reunion  of  Iwo  Jima  Survivors  we 
attended  reminded  us  how  the  half  cen¬ 
tury  since  five  Marines  and  a  Navy 
Corpsman  raised  the  flag  on  Mount 
Suribachi  had  decimated  their  numbers. 
At  the  time  the  only  survivors  of  the  two 
flag  raisings  were  Charles  W.  Lindberg 
from  the  first  group  and  James  Bradley 
from  the  well-know  second  raising  of 
the  American  Flag.  Many  were  hobbled 
by  old  wounds  and  advanced  age  as 
they  met  in  Wichita  Falls  one  February 
to  remember  and  honor  those  who  died 
young  in  the  black  sand  of  the  five-mile 
by  two-mile  Island,  and  those  who  had 
passed  on  later. 

The  Battle  of  Iwo  Jima  is  near  syn¬ 
onymous  with  the  Medal  of  Honor— 
the  nation’s  highest  award  for  valor 
in  combat.  And  Iwo  Jima— the 
bloody  crucible  that  cost  over  7,000 
American  lives  and  20,703  Japanese 
—remains  the  most  highly  decorated 
single  engagement  in  U.S.  history. 
Twenty-seven  Medals  of  Honor  were 
awarded  in  a  little  more  than  three 
weeks;  13— virtually  half— were 
awarded  posthumously.  Twenty-two 
were  earned  by  Marines  and  the 
remaining  five  went  to  Sailors.  Fully 
one— quarter  of  the  all  the  Pacific 
War  Medal  of  Honor  Recipients 


Two  water  towers  in  the  community  of  Gainesville  Texas  proudly  proclaim  Gainesville  as  the 
nation's  only  Medal  of  Honor  Host  City  Program.  Recipients  of  the  nation's  highest  military 
award  who  visit  the  community  of  16,000  are  welcomed  year  round  in  an  effort  to  promote 
patriotism  and  to  honor  all  America's  veterans.  (Photo  by  Gary  Alexander) 


earned  their  medals  taking  Iwo  Jima. 

In  1996  three  Iwo  Jima  Medal  of 
Honor  Recipients  were  scheduled  to 
attend  the  annual  Iwo  Jima  Survivors 
Association.  The  first  night  Don  and  I 
met  Marine  Hershel  “Woody”  Williams 
and  Rufus  Herring,  a  Navy  boat  com¬ 
mander  who  received  the  first  Medal  of 
Honor  at  Iwo  Jima.  Later,  Don  was  talk¬ 
ing  with  Cy  Young,  one  of  the  reunion’s 
organizers  and  discovered  that  the  third 
Recipient  was  unable  to  attend  because 
the  group  didn’t  have  sufficient  funds 
for  his  airfare  and  expenses.  We  were 
floored.  How  could  the  cost  of  a  plane 
ticket  stand  in  the  way  of  flying  a  Medal 
of  Honor  Recipient  anywhere? 

Surely  any  airline  would  gladly  and 
proudly  donate  the  microscopic  cost. 
Don  did  not  let  it  go.  He  began  calling 
the  major  domestic  airlines.  “They  said 
that  they  best  they  could  do  was  a  sen¬ 


ior  discount,  if  (the  Recipient)  is  over 
62’,”  Don  said.  The  answer  never 
changed. . .  none  of  the  airlines  he  con¬ 
tacted  would  provide  one  of  the 
nation’s  greatest  heroes  with  a  trip  to 
Wichita  Falls.  Not  long  after  we  met 
him,  Rufus  Herring  became  ill  and  a 
few  months  later  he  passed  away.  Since 
then  roughly  50  have  passed  away; 
only  109  now  survive. 

Don  returned  home  still  stunned  at 
the  lack  of  respect  shown  these  great 
men;  he  and  his  wife,  Lynette,  decided 
to  do  something  about  it.  They  contact¬ 
ed  me  and  a  number  of  other  volunteers 
and  it  was  decided  that  what  was  need¬ 
ed  was  a  unique  way  a  small  North 
Texas  community  could  show  Its 
respect  and  appreciation  for  America’s 
veterans.  The  committee’s  vision  was  to 
go  beyond  a  static  reflection  of  patriot¬ 
ism  such  as  a  memorial  or  statue;  we 
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needed  to  establish  a  multi-faceted  pro¬ 
gram  that  could  teach  and  inspire... 
especially  students.  The  answer  lay  with 
the  nation’s  greatest  heroes. 
Gainesville’s  Medal  of  Honor  Host  City 
Program  was  born. 

Beginnings 

It  was  decided  that  we  would  invite 
recipients  of  the  nation’s  highest 
award  for  valor  to  visit  Gainesville  as  a 
destination,  or  even  when  simply 
passing  through  North  Texas.  Here 
they  would  be  welcomed  and,  time 
permitting,  tour  the  city  and  give 
Gainesville  the  chance  to  show  its 
gratitude.  As  a  small  token,  each 
Recipient  would  be  provided  a  stipend 
to  defray  his  expenses  while  visiting.  It 
evolved  that  we  would  formalized  the 
visits  into  an  annual  “Medal  of  Honor 
Weekend”  celebration  each  spring 
and  invite  as  many  Recipients  as  pos¬ 
sible.  Thus  far  19  Recipients  have  vis¬ 
ited,  meeting  with  residents,  speaking 
to  the  children  and  allowing  us  to 
show  them  that  a  patriotic  pulse  beats 
strongly  in  small-town  America. 

It’s  been  over  seven  years  since  we 
started  and  ours  is  the  only  program 
of  its  kind  in  the  country.  Seed  money 
was  provided  through  the  City  of 
Gainesville  and  not  long  after  the  first 
Medal  of  Honor  Recipient  to  visit  was 
1st  Sergeant  David  McNerney  who 
was  the  Grand  Marshal  of  the  city’s 
2002  Christmas  Parade.  Impressed  by 
his  reception,  McNerney  has  returned 
each  year  since.  Additionally,  the  late 
Medal  of  Honor  Recipient  and  World 
War  II  Aviator,  Marine  Brigadier 
General  Robert  E.  Galer  and  his  wife, 
Sharon,  maintained  a  summer  home 
at  nearby  Lake  Kiowa  and  were  very 
supportive  in  the  program’s  early 
days.  The  committee  then  created  the 
next  level  of  the  Host  City  Program’s 
mission  by  inviting  Recipients  to  par¬ 
ticipate  in  an  annual,  three-day  cele¬ 
bration  around  March  25th— Medal  of 
Honor  Day. 


Cliff  Yow,  a  member  of  the  Medal  of  Honor 
Host  City  Program  in  Gainesville  Texas,  is 
shown  with  Medal  of  Honor  Recipient 
Lieutenant  Colonel  Bruce  Crandall,  last 
September  in  Green  Bay  Wisconsin.  Crandall 
is  one  of  three  Recipients  from  the  famous 
Battle  of  la  Drang  in  Vietnam.  The  unique 
program  has  invited  all  three  to  Gainesville 
for  its  2008  Medal  of  Honor  Weekend. 
(Photo  by  Gary  Alexander) 


National  Medal  of  Honor  Day 

The  United  States  Congress  has  des¬ 
ignated  March  25th  of  each  year  as 
National  Medal  of  Honor  Day,  a  day 
dedicated  to  Medal  of  Honor  recipi¬ 
ents.  (Public  Law  101-564.) 

Conceived  in  the  State  of 
Washington,  this  holiday  should  be  one 
of  our  most  revered.  Unfortunately  all 
too  many  Americans  are  not  even 
aware  of  its  existence. 

Why  March  25thP 

The  date  of  March  25th  was  chosen  to 
highlight  this  special  day  because  it  was 
on  March  25  (1863)  that  the  first  Medals 
of  Honor  were  presented...  to  six  mem¬ 
bers  of  Andrews’  Raiders.  If  you  haven’t 
read  the  story  you  can  follow  the  hyper¬ 
link  below  titled  The  First  Presentation 
to  read  about  that  historic  day. 
http://www.homeofheroes.com/moh/hi 
story/history_first.htm. 

What  Can  You  Do  About  ItP 

National  Medal  of  Honor  day  is  cele¬ 
brated  in  some  communities,  how¬ 
ever  for  the  most  part  the  occasion 
comes  and  goes  with  little  notice. 
As  a  patriotic  American  there  are  a 
few  things  YOU  can  do  to  commem¬ 
orate  this  day: 

•  Fly  Your  Flag  with  pride  and  patri¬ 
otism  on  this  day. 


•  Remember  Our  Heroes.  As  a  ges¬ 
ture  of  your  appreciation,  why  not 
take  just  a  few  moments  in  the  week 
prior  to  National  Medal  of  Honor  Day 
to  mail  a  “Thank  You”  card  to  one  of 
our  living  Medal  of  Honor  recipients. 
You  can  find  a  list  of  the  living  as  well 
as  information  on  writing  to  them 
among  the  pages  of  this  site. 

•  Inform  Your  Local  Media.  Most 
newspapers  aren’t  even  aware  that 
this  special  day  exists.  Why  not  tip 
your  local  media  to  the  occasion. 
Before  you  do,  check  out  our  data¬ 
base  for  Medal  of  Honor  recipients 
from  your  city  and  state  as  well  as 
any  who  might  be  buried  in  your  city. 
This  information  can  give  your 
media  a  “local  angle”  that  can 
increase  the  probability  that  they  will 
consider  doing  a  story  to  remind 
Americans  of  our  heroes. 

Consider  doing  something  in  your 
local  schools,  or  even  on  a  civic  level, 
if  there  is  a  Medal  of  Honor  recipient 
living  near  your  location.  Visit  our 
site  on  School  Ideas  for  more  infor¬ 
mation  on  school  assemblies. 
http://www.homeofheroes.com/ideas 
/assembly.html 

•  If  there  is  a  Medal  of  Honor  recipi¬ 
ent  buried  in  your  home  town,  get  a 
school  class,  scout  troop,  or  other 
youth  organization  to  “adopt  a  grave 
site”.  You  can  read  in  our  School  Ideas 
pages  how  one  school  in  Pueblo  has 
used  just  such  a  program  as  a  part  of 
their  Social  Studies  program. 


Gary  Alexander  is  a  Marine  veteran  of  the 
Vietnam  War,  a  former  journalist  and  photogra¬ 
pher,  and  editor  and  media  relations  director.  He 
has  been  a  psychotherapist  since  1990.  He  is  cur¬ 
rently  the  historian  for  and  a  member  of  the  exec¬ 
utive  board  of  the  Medal  of  Honor  Host  City 
Program  in  Gainesville,  Texas,  and  continues 
work  on  a  non-fiction  book  about  his  experiences 
in  Vietnam.  He  is  a  recommended  member  of 
the  Home  of  Heroes  Speaker's  Bureau  on  the 
subject  of  Medal  of  Honor  recipients  and  the  his¬ 
tory  of  the  Medal  of  Honor.  He  can  be  reached  at 
Trauma  Treatment  Consultants,  1109  Hillcrest 
Blvd.,  Gainesville,  Texas  76240,  (940)  372-0078. 
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Talk,  listen,  Connect 

Helping  Families  During  Military 

Deployment  A  KIT  REVIEW  By  Maria  Caroff 


TalK  Usten  Connect™: 

Helping  Families  Dining  MilUaty 
Deployment  is  a  wonderful  kit  for 
families  experiencing  the  deploy- 
ment  of  a  parent  or  another  member 
of  the  family.  The  kit  includes  a 
Sesame  Street  DVD,  a  parent/caregiv- 
er  magazine,  a  children’s  activity 
poster,  and  a  survey,  all  in  both 
English  and  Spanish,  The  DVD 
includes  a  special  section  for  grown¬ 
ups,  another  section  for  the  two 
songs  sung  in  the  program,  and  the 
option  to  select  subtitles.  In  true 
Sesame  Street  style,  the  project 
mixes  muppets,  moppets,  and  adults 
in  humorous,  heartwarming,  and 
enlightening  fashion. 

The  DVD  will  hold  the  attention  of 
both  children  and  adults,  providing 
both  age  groups  with  ideas,  comfort, 
and  insight.  It  also  stands  up  to  mul¬ 
tiple  viewings.  The  DVD  and  the  par¬ 
ent/caregiver  magazine  address  pre¬ 
deployment,  deployment,  and  home¬ 
coming  concerns  realistically  and 
creatively.  The  magazine  has  a  help¬ 
ful  list  of  books  and  Web  sites.  There 
is  also  a  printable  copy  of  the  par¬ 
ent/caregiver  magazine  and  addition¬ 
al  downloadable  material,  including 
the  Talk,  Listen,  Connect  video,  at 
http://www.sesameworkshop.org/tlc. 

The  DVD,  magazine,  and  poster  all 
give  a  lovely  boost  to  military  families 
with  the  message:  “In  recognition  of 


the  contributions  made  by  The 
Armed  Forces  of  America— the  Army, 
Navy,  Air  Force,  Marines,  Coast  Guard, 
National  Guard  and  Reserves...” 

The  kit  is  a  creation  of  sesame- 
workshop™,  the  nonprofit  education¬ 
al  organization  behind  Sesame  Street 
(www.sesameworkshop.org).  The 
collaborative  effort  is  a  good  exam¬ 
ple  of  a  project  that  can  be  done  well 
and  at  the  same  time  reach  a  broad 
audience.  It  was  produced  in  partner¬ 
ship  with  and  funded  by  Wal-Mart, 
with  additional  support  provided  by 
the  New  York  State  Office  of  Mental 
Health  (OMH)  and  the  Military  Child 
Education  Coalition™  (MCEC’’").  The 
list  of  advisors  to  the  project  reflects 
a  strong  level  of  care  and  expertise, 
with  both  distinguished  military  and 
civilian  individuals  and  organizations 
represented. 

Familiar,  colorful  Sesame  Street 
characters  appear  on  the  poster, 
which  breaks  down  the  separate  ele¬ 
ments  in  the  kit’s  title.  Some  of  the 
tips  offered  for  coping  with  deploy¬ 
ment  include: 

Talk 

•  Keep  all  lines  of  communication 
open  with  your  child,  spouse,  and 
those  around  you. 

•  Make  sure  your  child  knows 
how  special  and  how  loved  he  or 
she  is. 


Listen 

•  There  are  going  to  be  lots  of 
changes.  Some  may  be  difficult. 

•  The  deployed  parent  isn’t  the  only 
courageous  person  in  the  family. 

Connect 

•  Your  child  is  not  alone.  Your  family 
is  not  alone. 

The  parent/caregiver  magazine 
notes  the  following  key  information 
to  be  aware  of  during  the  time  of  pre¬ 
deployment  when  preparations  for 
departure  are  being  made: 

The  deployed  parent  hasn’t  left  yet 
but  isn’t  really  available.  The  work 
hours  are  often  long.  Mom  or  Dad  may 
be  home  or  perhaps  away  training; 
there  are  already  comings  and  goings. 
This  may  be  the  phase  when  young 
children  need  the  most  reassurance. 
They  may  not  quite  understand  why  a 
parent  is  leaving.  They  may  even  feel 
that  somehow  they’ve  done  something 
to  cause  that  parent  to  leave.  Offer 
concrete  information  to  your  young 
child  in  ways  that  he  can  understand. 
Prepare  and  plan  as  a  family.  Knowing 
what  to  expect  may  help  your  child 
feel  less  afraid.  Even  when  you’re  not 
all  together  in  one  spot,  you’ll  still  be 
connected. 

And  this  simple  but  oh-so-sound 
advice:  Let  your  child  know  that 
others  care.  Tell  him  when  a  friend 
or  extended  family  member  asks 
about  him. 


84  November  2007  •  EP  MAGAZINE/www.eparent.com 


Good  preparation  prior  to  deploy- 
ment  can  help  to  ease  some  of  the 
difficulty  of  the  parent’s  time  away: 

•  Spend  as  much  time  together  as  pos¬ 
sible,  and  give  plenty  of  hugs!  Make 
audio  or  video  recordings  of  the 
deployed  parent  reading  favorite 
bedtime  stories  or  sharing  familiar 
lullabies.  These  can  be  played  during 
those  times  when  the  parent  is 
missed  the  most. 

•  Share  appropriate  information  with 
your  child  in  a  way  she  will  under¬ 
stand. 

•  Emphasize  the  special  training  the 
parent  has  had. 

•  Build  a  support  system  around  your 
family. 

•  Swap  special  personal  objects. 

•  Find  ways  to  keep  the  deployed  par¬ 
ent  ‘close.’ 

When  the  deployment  has 
occurred: 

Things  change  once  a  parent  has  been 
deployed... You  may  have  to  rethink 
the  way  some  things  are  done  at  your 
home.  You’ll  find  yourself  creating  a 


new  ‘normal...’”  Maintaining  familiar 
routines  comforts  children  and  helps 
them  feel  secure.  If  you’ve  always  read 
one  book  and  sung  one  lullaby  at  bed¬ 
time,  don’t  change  now!  Keeping  your 
child  busy — with  family  and  friends, 
outdoor  activities,  and  preschool  pro¬ 
grams — will  help  fill  the  days  with 
positive  thoughts  and  will  give  your 
child  things  to  look  forward  to...  New 
routines  can  make  your  time  together 
even  more  special.  Camp  out  in  the  liv¬ 
ing  room  on  Saturday  nights,  or  have 
a  weekly  backward  day — sandwiches 
for  breakfast  and  eggs  for  dinner.  Be 
creative! 

To  maintain  a  feeling  of  connected¬ 
ness  within  your  family  and  to  pro¬ 
mote  healthy  communication  that 
increases  the  child’s  well-being: 

Reach  out  to,  and  connect  with, 
important  people  in  your  child’s  life. 
Talk  to  extended  family,  clergy,  coach¬ 
es,  neighbors—anyone  you’re  count¬ 
ing  on  for  help,  so  they’ll  be  better 
able  to  offer  support.  Set  up  lines  of 
communication  with  your  child’s 


caregivers  and  teachers.  Talk  about 
what  you  are  doing  with  your  child 
and  why. 

Prepare  your  child  for  important 
holidays:. . .  Talk  to  your  child’s  teacher 
about  the  best  way  to  handle  school 
holiday  events.  Can  the  child  bring  a 
grandparent  or  someone  else?  Know  in 
advance  how  you’re  going  to  celebrate 
birthdays,  religious  holidays.  Mother’s 
or  Father’s  Day,  and  so  on.  If  possible, 
the  deployed  parent  can  choose  some 
cards  or  gifts  before  leaving. 

Fun  and  regular  activities,  as  well  as 
shared  chores,  provide  some  equilibri¬ 
um.  Some  families  are  able  to  connect 
via  a  webcam  and  the  Internet.  Also 
important,  “Carefully  monitor  what 
your  child  watches  or  hears  on  TV  or 
radio,  turning  off  any  coverage  of 
wars  or  other  violent  events  that  may 
be  disturbing.  Make  sure  your  child’s 
caregivers  do  the  same.”  Simple  but 
profound  statements,  like  the  one 
offered  by  Elmo’s  Dad  to  him,  can 
have  a  significant  impact:  “No  matter 
where  1  am  I’ll  still  be  able  to  see  the 
moon,  just  like  you.” 

If  the  child  can  see  the  optimistic 
side  of  the  situation,  so  much  the 
better,  “Keep  things  positive.  Discuss 
with  your  child  ways  in  which  the 
family  has  grown  stronger.” 
Additionally,  it  is  important  for  the 
child  to  know  that,  “like  the  deployed 
parent,  the  entire  family  is  coura¬ 
geous.  Teach  your  child  that  being 
brave  doesn’t  mean  he  can’t  be  sad 
or  scared.  It  simply  means  he’s  doing 
his  best  despite  those  feelings.” 

The  “For  Grown-ups”  section  of 
the  DVD  as  well  as  the  family  inter¬ 
views  included  in  the  main  program 
are  both  heartwarming  and  heart- 
wrenching.  The  vulnerability  is 
apparent  in  the  eyes  of  parents  and 
children.  So,  too,  is  the  admiration. 

A  father  of  four,  sitting  together 
with  his  wife  and  children,  says,  “Just 
to  know  I  had  all  my  kids  that  thought 
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Talk.  Listen.  Connect 


“You  just  kind  of  sit  back  and  just  observe  and 
watcb,  and  start  feeling  your  way  back  into  your 
family.  You  don’t  jump  in  and  start  playing  Daddy 
and  putting  down  rules  and  everything  else.’’ 


of  me  as  a  hero  was  really  neat.  It  was 
really  good.”  His  daughter  gazes  up  at 
him  intently  as  he  speaks. 

“When  my  Daddy  has  to  go  some- 
where,  he  will  ask  me  to  watch  him 
(his  younger  brother),  so  I  can  be  like 
a  watcher  and  a  leader  for  my  little 
brother,”  one  youngster  says,  his  eyes 
gleaming  as  he  speaks,  while  he  and 
his  brother  are  at  a  playground  with 
their  father. 

The  grandmother  of  a  single  moth¬ 
er  in  the  Air  Force,  who  has  been 
deployed  three  times,  indicates  that 
her  daughter  asked  her  if  she  would 
help  with  the  children  before  joining 
the  Army.  “When  Mom  comes  back,” 
says  the  children’s  grandmother,  who 
is  clearly  unable  to  eat  the  food  that  is 
on  the  table,  due  to  her  emotional 
state  in  discussing  her  daughter’s 
absences,  “I’m  out  of  the  picture.  It’s 
no  more  me  for  two  weeks.  She  tries 
to  pack  all  her  hours  into  the  few 
hours  that  she  has  with  them  in  order 
for  them  to  have  something  to 
remember  when  she  goes  back. .  .1  just 
try  to  carry  on  how  she  started  out. 
That’s  all  I  do— just  what  she  started.” 

One  mother  describes  the  burden 
on  her  son  who  was  six  years  old  the 
first  time  his  father  deployed.  “He 
understands  more  this  time,”  she 


says,  and  so  it  is  harder  on  him  this 
second  time  around.  Seeking  confir¬ 
mation  from  her  son,  he  affirms  this, 
yet  it  wasn’t  necessary  as  his  eyes 
and  face  tell  the  tale. 

Family  members  describe  spending 
a  lot  of  time  playing  together  before 
the  parent  deploys.  Parents  and  other 
caretakers  left  at  home  talk  of  remain¬ 
ing  active  and  busy  to  help  pass  the 
time  and  serve  as  a  distraction. 

Mementos  are  a  significant  source  of 
comfort.  One  mother  displays  patch- 
work  pillows  and  a  quilt  that  the  fami¬ 
ly  cherishes,  with  many  photos  of  her 
husband  and  the  family,  (Operation  Kid 
Comfort,  a  program  of  Armed  Services 
YMCA  (ASYMCA)  provides  free  quilts 
for  children  six  and  under  and  pillows 
for  children  age  seven  and  up 
(http://www,asymca.org/c4-2.html) ), 

The  time  of  the  parent’s  home¬ 
coming,  while  a  joyful  occasion  and 
one  long  looked  forward  to,  carries 
its  own,  often  unexpected,  chal¬ 
lenges.  Elmo  finds  himself  not  know¬ 
ing  what  to  say  to  his  father  when  he 
arrives  home.  Being  aware  of  these 
possibilities  ahead  of  time  can  ease 
the  transition: 

It’s  a  happy  time  for  your  family — but 
it’s  also  one  more  change,  which  means 
your  child  will  need  your  special  support 


Together  Time— Before 

•  Talk  with  your  child  about  what  to 
expect. 

•  Involve  your  child  in  planning  some¬ 
thing  special. . . 

Together  Time— the  Day  Of 

•  If  your  child  feels  shy. . . 

•  Talk!  Tell  your  young  child  that 
things  may  seem  strange  at  first. . . 

Together  Time-After 

•  Take  it  slow;  be  patient. 

•  Continue  healthful  routines. 

•  Thank  your  extended  team! 

Describing  the  reintegration  of  the 
returning  parent  back  into  the  family, 
one  mother  says  with  a  laugh,  “You’re 
in  such  a  routine  without  him  that  it’s 
hard  to  put  him  back  in  it.”  Her  hus¬ 
band  notes,  “You  just  kind  of  sit  back 
and  just  observe  and  watch,  and  start 
feeling  your  way  back  into  your  fam¬ 
ily.  You  don’t  jump  in  and  start  play¬ 
ing  Daddy  and  putting  down  rules 
and  everything  else.” 

Another  father,  holding  one  of  his 
three  children,  relates,  “Connor  was¬ 
n’t  really  used  to  coming  to  me  to 
ask  questions  or  for  comfort.  He  was 
more  used  to  his  Mom,  since  she  was 
there,  and  she  was  around.  That  kind 
of  bothered  me.  I  understood  it,  and 
I  was  prepared  for  it  whenever  I 
came  back.  But  when  I  got  back,  it 
was  very  hard  to  swallow  that  I  was¬ 
n’t  number  one  in  the  skinned  knee 
department.  That  was  one  of  the 
hardest  things,  that  I  wasn’t  comfort 
enough  for  him.  But  he  eventually 
got  used  to  it.  • 
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Permanent  Change  of  Station 

(PCS)  and  Military  HOMEHiOlir 

By  Luz  Adriana  Martinez 


Families  that  have  a  fam¬ 
ily  member  with  a  disability  have  been 
able,  over  time,  to  identify  the 
resources  they  need  in  order  to  provide 
for  their  family  member.  The  family 
has  a  trusted  physician  and,  depending 
on  the  disability,  one  or  more  trusted 
specialty  physicians.  In  addition  to 
these  physicians,  families  often  rely  on 
teachers,  paraprofessionals,  family 
members,  neighbors,  and  friends.  They 
become  part  of  a  network  of  support 
for  the  family  and  for  the  family  mem¬ 
ber  with  a  disability. 

For  military  families,  as  well  as  for 
other  mobile  families,  many  of  these 
support  networks  are  temporary.  We  all 
wish  we  could  just  shrink  our  “support 
team”  and  pack  it  in  our  suitcase  so 
that  they  could  be  there  the  moment 
we  arrive  at  our  new  location.  The  real¬ 
ity  is  that  most  military  installations  are 
not  close  to  our  families,  making  that 
natural  support  system  unavailable  to 
most  military  families. 

So,  what  is  a  family  that  is  moving  to 
a  new  location  going  to  do?  If  you  are  a 
military  family,  there  are  many  things 
you  can  do  to  prepare  for  the  Permanent 
Change  of  duty  Station  (PCS).  The  first 
thing  is  to  know  that  this  could  be  a  very 
rewarding  experience  if  you  just  take  the 
time  to  prepare  the  whole  family.  Many 
of  our  children  with  disabilities  have  a 
hard  time  with  change,  so  starting  the 
process  early  makes  a  big  difference. 
This  may  not  always  be  simple,  because 
PCS  orders  don’t  always  arrive  as  early 
as  we  would  like  them  to  arrive. 
However,  just  knowing  that  there  may 
be  a  PCS  move  in  the  near  future,  we  can 
start  preparing  our  family  for  PCSing  to 
a  new  location. 

There  are  agencies  within  the  military 
to  assist  families  who  have  a  family 


member  with  disabilities  transition  to 
their  new  location  with  the  least  amount 
of  disruption  possible.  The  family  needs 
to  make  contact  with  these  agencies 
early.  They  will  have  information  on  the 
location  where  the  family  will  be  mov¬ 
ing  and  the  services  their  exceptional 
family  member  may  need. 

One  such  agency  is  the  Exceptional 
Family  Member  Program  (EFMP) 
office.  This  office  will  assist  the  family 
to  identify  appropriate  resources  at  the 
new  duty  station.  Early  coordination 
will  ensure  that  their  medical  and  edu¬ 
cational  information  is  available  to 
help  the  family  in  planning  when  they 
arrive.  The  EFMP  office  can  advise  the 
family  about  overseas  assignments. 
The  type  and  severity  of  the  disability 
may  have  an  impact  on  whether  the 
family  will  be  authorized  to  travel  to 
the  new  duty  station  overseas. 

The  family  needs  to  fill  out  the 
proper  EFMP  paperwork  (DD  Form 
2792,  Exceptional  Family  Member 
Medical  Summary  for  medical  Issues 
and,  if  the  child  has  an  Individualized 
Education  Program  (lEP),  DD  Form 
2792-1,  Exceptional  Family  Member 
Special  Education/Early  Intervention 
Summary  for  educational  issues). 
This  is  the  information  that  the 
receiving  installation  will  use  to  veri¬ 
fy  that  the  services  the  family  needs 
are  available  to  them  within  a  seven¬ 
ty-mile  radius.  However,  it  is  up  to  the 
family  to  ensure  that  the  needs  of  the 
family  member  can  be,  and  are,  met. 
Families  may  need  help  and 
resources  beyond  those  afforded 
them  through  the  EFMP  office. 

How  can  a  family  find  out  what  other 
resources  are  available  at  the  new  loca¬ 
tion?  One  of  the  new  resources  avail¬ 
able  to  all  military  families  is 


MilitaryHOMEFRONT  (http://www.mili- 
taryhomefront.org).  The  new  Plan  My 
Move  Web-based  program  provides 
access  to  information  about  your  enti¬ 
tlements  and  benefits,  points  of  contact, 
checklists,  planning  tools,  and  informa¬ 
tion  on  education  and  employment. 
Plan  My  Move  will  put  you  and  your 
family  in  charge  of  a  smooth  relocation 
to  your  new  duty  assignment.  The  Web 
site  requires  information  regarding  cur¬ 
rent  duty  assignment,  next  installation 
assignment,  and  your  anticipated 
departure  date.  The  first  screen  is  an 
indication  you  are  not  dealing  with  just 
any  other  PCS  site  -  after  you  enter  this 
information,  you  are  asked  if  you  have  a 
family  member  with  special  needs. 

The  Web  site  gives  you  a  three- 
month  calendar  of  activities  you  need 
to  do  to  prepare  for  departure  as  well 
as  useful  strategies  and  tips.  For  exam¬ 
ple,  one  Tip  of  the  Day  notes,  “Help  the 
relocation  manager  help  you  obtain  all 
the  benefits  to  which  you  are  entitled. 
Tell  the  relocation  manager  whether 
you  are  married  and  if  your  spouse  is  a 
military  member.  Provide  the  number 
of  children  or  other  family  members 
living  with  you.” 

The  Web  site  also  links  you  to  an  infor¬ 
mational  page  regarding  your  current 
installation  as  well  as  the  installation 
where  you  are  being  assigned.  One  of 
the  more  interesting  features  of  this  new 
tool  is  the  ability  to  find  information 
about  the  community  itself  By  using  a 
drop-down  menu,  visitors  to  this  site  can 
get  information  about  a  variety  of  topics, 
including:  community  and  school  infor¬ 
mation,  housing  office  contacts,  trans¬ 
portation  office  information,  and  others. 

Another  interesting  feature  of  the 
site  is  the  ability  to  develop  check- 

continued  on  page  89 
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By  Jaclyn  Collins 

Military  deployments 

change  lives.  Today  in  the  news,  it  is 
easy  to  find  stories  about  United 
States  Military  Service  Members 
returning  from  deployment  with 
injury  or  illness.  And  in  some  unfor¬ 
tunate  cases,  one  will  find  stories  of 
Service  Members  not  returning  at  all. 
But  what  about  the  children  of  these 
brave  men  and  women  who  give 
their  all  to  the  United  States? 

There  are  nearly  1.8  million  mili¬ 
tary-connected  children  in  this  coun¬ 
try.  Of  these  children,  700,000  cur¬ 
rently  have  at  least  one  parent 
deployed.  The  Global  War  on  Terror 
demands  great  sacrifices  of  its  Service 
Members,  and  consequently,  military- 
connected  children  often  face  com¬ 
plicated  circumstances  and  losses 
that  force  them  to  adjust  to  a  different 
life— a  “New  Normal.”  Intermittent 
communication,  the  emotional 
stresses  of  separation,  and  the  poten¬ 
tial  for  injury  or  death  of  a  loved  one 
are  just  a  few  of  these  potential  chal¬ 
lenges.  While  all  of  these  challenges 
are  important  and  worthy  of  discus¬ 
sion,  the  Military  Child  Education 
Coalition™’s  Living  In  the  New 
Normal:  Supporting  Children 

Through  Trauma  and  Loss™  (LINNTM) 
initiative  focuses  primarily  on  grief 
and  loss  experienced  by  the  children 
of  a  loved  one  who  has  been  injured, 
is  suffering  from  combat-related  ill¬ 
ness,  or  has  died  in  the  line  of  duty. 

Responding  to  the  urgent  calls  to 
support  these  children,  the  LINN  ini¬ 
tiative  encourages  families  to  ensure 
their  children  have  the  tools  to 
weather  life’s  storms,  fosters  home- 
front  efforts  to  support  military  chil¬ 


dren,  and  provides  educators  and 
other  concerned  adults  with  infor¬ 
mation  to  help  them  be  a  buffer  for 
children  experiencing  trauma  or  loss. 
Every  human  being  experiences  grief 
in  an  individual,  unique  way. 

What  relevance  does  this  subject 
matter  have  for  children  with  special 
needs?  Approximately  13  to  15  per¬ 
cent  of  all  military  children  have  dis¬ 
abilities.  This  means  that  of  700,000 
children  with  deployed  parents, 
between  91,000  and  105,000  of  them 
are  potentially  children  with  special 
needs.  Children  with  special  needs 
already  face  unique  concerns— com¬ 
pound  this  with  a  military  lifestyle  full 
of  transition  and  the  potential  for  the 
traumatic  loss  or  injury  of  a  loved  one. 

One  of  the  keys  to  the  MCEC’s  ini¬ 
tiative  and  an  underlying  philosophy 
is  the  importance  of  positive  psychol¬ 
ogy.  The  natural  human  tendency  is 
to  focus  on  the  negative,  but  from  the 
perspective  of  positive  psychology, 
the  underlying  question  should  be, 
“How  can  we  use  this  challenge  to 
help  the  child  cultivate  resilience  and 


hope?”  Encouraging  the  courage  of 
children  and  recognizing  their 
strengths  will  bolster  their  confidence 
and,  in  essence,  their  ability  to  meet 
life’s  challenges.  Children  are  coura¬ 
geous,  flexible,  and  resilient,  and 
through  deliberate  encouragement 
from  the  adults  in  their  lives,  they  can 
enhance  these  coping  skills. 

In  order  to  promote  this  philoso¬ 
phy  and  meet  the  mission  of  the 
Living  in  the  New  Normal  initiative, 
the  MCEC  did  extensive  research  over 
several  years,  creating  three  key 
modules.  Two  components  focus  on 
enabling  the  teacher,  the  counselor, 
the  business  owner,  the  coach,  the 
friend,  and  others  to  better  help  mil¬ 
itary  families  as  they  transition  to 
their  New  Normal.  The  third  facet  of 
LINN  is  focused  on  providing  adults 
and  children  with  worthwhile  vetted 
resources  and  reliable  references 
related  to  adjusting  to  a  New  Normal. 

The  first  of  these  components  is 
public  engagement.  While  the  mili¬ 
tary  strives  to  provide  support  to 
families  struck  by  trauma,  all  mem- 
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lists.  Information  about  travel,  docU' 
ments  to  hand'Carry,  and  arrival 
checklists  are  available  to  customize 
to  fit  your  family’s  needs. 

When  you  take  a  close  look  at  the 
community  and  school  information 
portion  of  the  site,  you  will  find  a  num- 
ber  of  different  options  to  research.  The 
site  offers  information  on  Department 
of  Defense  Education  Activity  (DoDEA) 
schools.  It  contains  information  about 
the  Department  of  Defense  Dependent 
Schools  (DoDDS)  overseas  and  the 
Department  of  Defense  Elementary  and 
Secondary  Schools  (DDESS)  stateside. 
Another  remarkable  feature  of  the 
MilitaryHOMEFRONT  Web  site  is  that  it 
allows  military  families  access  to  demo¬ 
graphic  data  about  the  public  schools 
near  military  installations. 

Thanks  to  a  partnership  between 
MilitaryHOMEFRONT  and  Expansion 


Management,  military  families  also 
have  an  additional  resource  to  help 
them  make  informed  decisions  about 
nearby  communities.  Expansion 
Management  is  an  organization  that 
assists  companies  with  fewer  than 
500  employees.  The  organization 
strives  to  educate  its  readers  on  how 
they  can  evaluate  and  compare  vari¬ 
ous  communities  and  sites  through¬ 
out  the  country  and  around  the 
world.  The  intent  is  to  determine 
which  communities  will  best 
enhance  their  long-term  business 
requirements  while  supporting  the 
needs  of  the  families. 

Specific  information  about  the 
schools  can  be  found  through  the 
School  Report  link.  The  School  Report 
provides  demographic  information  in 
numerous  categories,  including:  loca¬ 
tion/school  type,  gender  makeup,  test 


information,  pupil-teacher  ratio,  spe¬ 
cial  education,  and  enrollment  statis¬ 
tics,  to  name  a  few.  Military  families 
can  use  this  information  to  assist  them 
in  choosing  a  school.  (This  informa¬ 
tion  does  not  rank  schools.). 

As  you  can  see,  moving  will  still  be 
one  of  the  most  challenging  experi¬ 
ences  we  face  as  military  families,  but 
with  the  right  tools  and  a  great  atti¬ 
tude,  we  can  all  make  the  move,  the 
“Great  Military  Adventure”  that  every 
family  can  be  happy  with,  • 


Luz  Adriana  Martinez  is  the  Assistant  Director 
for  Specialized  Training  of  Military  Parents 
(STOMP).  She  is  located  in  the  Central  office. 
She  is  the  proud  mother  of  two  lovely  daugh¬ 
ters,  and  her  husband  served  proudly  in  the 
Army.  She  began  her  journey  with  STOMP  when 
she  attended  her  first  workshop  when  her 
daughters  were  young. 
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bers  of  a  military  family’s  communi¬ 
ty  can  help  to  enhance  this  network. 
Through  public  engagement,  the 
MCEC  provides  the  forum  for  deliber¬ 
ative  discussion  resulting  in  a  com¬ 
munity-created,  effective,  sustainable 
home  front  to  support  military  chil¬ 
dren.  A  system  that  is  aware  of  the 
uniqueness  of  the  military  lifestyle 
and  is  equipped  with  the  appropriate 
tools  and  resources  will  be  able  to 
provide  the  support  and  understand¬ 
ing  necessary  to  encourage  healing. 
The  second  dimension  of  LINN  is  a 
two-day  professional  development 
institute  providing  extensive  resources, 
information,  and  strategies  to  educa¬ 
tors  and  community  professionals  in 
supporting  children  who  experience 
grief,  trauma,  and  loss.  Adults  who 
attend  the  two-day  course  will  not  only 
know  how  to  consciously  maintain  this 
normalcy,  but  also  will  be  given  sug¬ 
gestions  and  practical  activities  to  help 
children  express  their  emotions. 


Children  may  cope  with  and 
express  trauma  and  grief  differently 
than  adults,  but  they  do  feel  it  just  as 
deeply.  Additionally,  military-connect¬ 
ed  children  feel  both  the  primary  loss 
and  also  secondary  loss,  such  as  relo¬ 
cation,  the  loss  of  the  familiar  military 
community  and  culture,  and  changes 
to  their  support  network  and  friends. 

Children  with  disabilities  such  as 
autism  find  comfort  and  calm  in  rou¬ 
tine,  order,  and  normalcy.  This  means 
that  the  potential  secondary  losses 
must  be  quickly  recognized  and  a  plan 
developed  to  maintain  as  much  struc¬ 
ture  as  possible.  Settings  such  as  school 
can  provide  predictable,  safe,  and  sta¬ 
ble  environments  in  which  children 
may  find  solace.  A  solid,  informed  sup¬ 
port  system  is  crucial  to  the  health  and 
well-being  of  any  child  as  they  work 
through  grief  and  loss  to  a  new  state  of 
contentment— to  their  New  Normal. 

During  times  of  deployment,  many 
military  children  face  trauma  and  loss 


and  must  learn  to  adapt  to  an  altered 
existence.  Most  military  children  meet 
this  challenge  valiantly.  The  MCEC’s 
Living  in  the  New  Normal:  Supporting 
Children  through  Trauma  and  Loss  ini¬ 
tiative  recognizes  these  amazing  chil¬ 
dren  and  strives  to  build  a  bridge  to 
their  smooth  transition  to  a  New 
Normal.  The  MCEC,  though,  can  only 
do  so  much.  The  friend,  the  coach,  the 
teacher,  the  community  must  buy  in 
for  every  child  to  thrive.  For  more 
information  about  the  MCEC  or  Living 
in  the  New  Normal,  please  visit 
www.MilitaryChild,org  or  call  877- 
953-1923* 


Jaclyn  Collins  has  managed  the  Marketing, 
Publication,  and  Legislation  efforts  at  the 
Military  Child  Education  Coalition  for  the  past 
year.  A  military  child  for  the  first  eighteen  years 
of  her  life,  and  a  military  spouse  for  the  past 
three,  Jaclyn  is  deeply  affected  by  and  attached 
to  the  unique  challenges  that  face  all  military 
children. 
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FEMAIE  COMUir  MEDICS 

Hght  Every  Day  &  Earn  Respect 

By  Spc.  Mike  Alberts,  3rd  Brigade  Combat  Team  Public  Affairs 


Temperatures  exceeded 

115  degrees  on  July  11  during  the 
five-hour  mission  in  the  city  of 
Amerli.  More  than  50  Soldiers  were 
on  site  and  tensions  were  high; 
Amerli  was  the  scene  of  a  massive 
suicide  truck  bombing  just  four 
days  earlier. 

Soldiers  kept  alert  but  visibly 
struggled  under  the  weight  of 
dozens  of  pounds  of  battle  gear. 
Throughout  the  sun-scorched  day, 
all  but  two  Soldiers  limited  their 
movement  as  much  as  possible.  All 
but  two  could  afford  that  luxury. 

Spcs.  Vanessa  Bolognese  and 
Aimee  Collver,  combat  medics, 
Personal  Security  Detachment,  3rd 
Infantry  Brigade  Combat  Team,  25th 
Infantry  Division,  continuously 
walked  up  and  down  the  lines  of 
men.  “Drink  water,”  they  repeated. 
“Are  you  feeling  OK?”  they  asked. 
They  were  the  two  Soldiers  charged 
with  ensuring  that  each  man  stayed 
hydrated  and  returned  safely  to  base. 
As  usual,  they  were  the  mission’s 
only  dedicated  medical  personnel. 

Bolognese  and  Collver  kept  all 
their  male  counterparts  healthy 
“outside  the  wire”  that  day  in  Amerli 
just  as  they  do  every  day  in  the 
Kirkuk  Province,  Iraq.  Neither  is 
doing  exactly  what  she  thought 
she’d  be  doing  in  the  Army,  but  nei¬ 
ther  would  trade  her  job  for  another, 

“Before  1  enlisted,  I  was  going  to 
school  to  become  a  registered 
nurse,”  said  Bolognese,  “I  wanted  a 
medical  job,  and  my  military  occu¬ 


pational  specialty  is  called  Health 
Care  Specialist,”  said  the  21 -year- 
old  from  Chino  Hills,  Calif.  “In  fact, 
the  first  time  I  heard  the  term 
‘Combat  Medic’  was  during 
advanced  individual  training  at  Fort 
Sam  Houston.  They  pretty  much 
told  us  there,  ‘You  will  be  deploy¬ 
ing.  You  will  be  working  in  Iraq.’” 

Bolognese’s  colleague  and  room¬ 
mate  had  similar  motivations.  “I’d 
been  working  in  a  nursing  home 
after  high  school,”  said  Collver, 
“When  1  walked  into  the  recruiter’s 
office,  1  knew  that  1  wanted  a  med¬ 
ical  job,”  explained  the  23-year-old 


from  Puyallup,  Wash.  “The  health¬ 
care  specialist  job  was  available, 
and  I  was  told  that  1  would  be  work¬ 
ing  in  a  hospital  setting,”  she  said. 
“Of  course,  1  don’t  work  in  a  hospi¬ 
tal,  and  nothing  out  here  in  Iraq  is 
anything  like  what  1  thought.” 

What  each  combat  medic  is  doing 
in  Iraq  is  working  as  the  designated 
medical  asset  to  the  3rd  Infantry 
Brigade  Combat  Team’s,  Personal 
Security  Detachment.  The  PSD’s  pri¬ 
mary  mission  is  to  transport  certain 
members  of  the  brigade’s  command 
group  around  3IBCT’s  area  of  opera¬ 
tion.  The  PSD  also  provides  personal 
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security  for  the  command  group  to 
and  from  their  various  destinations 
and  while  on  site,  according  to  Staff 
Sgt.  Jeremy  Brandon,  non-commis¬ 
sioned  officer-in-charge,  PSD,  3IBCT, 

Brandon  is  a  native  of 
Jacksonville,  Fla.  and  is  serving  his 
third  combat  deployment.  He’s 
charged  with  supervising  both 
Bolognese  and  Collver  and 
explained  why  each  Soldier  is  vital 
to  mission  success. 

“We  often  conduct  operations  as 
an  independent  element,”  explained 
Brandon.  “For  that  reason,  we  need 
to  have  our  own  dedicated  medical 
support.  Bolognese  and  Collver  are 
that  support.  We  always  have  one  of 
them  with  us  wherever  we  go,”  he 
said.  And  Brandon  couldn’t  be  hap¬ 
pier  with  their  performance. 

“Both  Soldiers  are  everything  that 
one  could  ask  for  in  a  medic,”  he 
continued.  “They  have  done  an  out¬ 
standing  job  staying  on  top  of  their 
skills.  They’ve  constantly  taken  it 
upon  themselves  to  retrain  and  stay 
certified  and  have  done  an  excel¬ 
lent  job  both  outside  the  wire  and 
back  here  on  the  forward  operating 
base,  by  taking  the  initiative  to  give 
us  various  medical  classes.” 
Brandon’s  PSD  Soldiers  agreed. 

“We  all  respect  them  for  their  abil¬ 
ities  as  medics  and  as  Soldiers,”  said 
Sgt.  Brian  Tabor,  squad  leader,  PSD, 
31BCT.  Tabor  is  a  five-year  veteran 
serving  his  second  combat  deploy¬ 
ment,  “We  haven’t  had  any  issues 
because  they’re  female,”  empha¬ 
sized  the  Sacramento,  Calif.,  native. 
“Bottom  line:  They’ve  been  a  valu¬ 
able  asset  to  the  PSD  and  it’s  been  a 
good  thing  having  them  with  us.” 

Even  though  Bolognese  and 


Army  combat  medics,  Spc.  Aimee  Collver 
(center)  and  Spc.  Vanessa  Bolognese  (left), 
both  with  the  25th  Infantry  Division,  3rd 
Infantry  Brigade  Combat  Team,  Personal 
Security  Detachment,  take  a  moment  to 
interact  with  the  local  population  and  relax 
during  a  mission  in  Amerli,  Iraq,  July  11. 


(Right)  Spc.  Vanessa  Bolognese,  combat 
medic.  Personal  Security  Detachment  (PSD), 
3rd  Infantry  Brigade  Combat  Team,  25th 
Infantry  Division,  helps  pull  security  during  a 
mission  in  Amerli,  Iraq,  July  11.  PSD  combat 
medics  are  expected  to  perform  fundamental 
security  functions  in  addition  to  medical 
functions  when  in  the  field. 

Collver  are  not  working  in  the  com¬ 
fortable  confines  of  a  hospital,  each 
love  their  job  and  wouldn’t  choose 
to  do  anything  else. 

“Of  course,  the  job  is  mentally 
challenging  because  of  the 
unknown  anytime  you  leave  the 
wire,”  said  Collver.  “But  1  love  being 
with  this  group  because  there’s  so 
much  camaraderie.  I  take  a  lot  of 
pride  in  knowing  that  they’re  well 
taken  care  of  because  I’m  there  for 
them,”  she  said. 

“Their  well-being  depends  on  me 
when  I’m  with  them,”  echoed 
Bolognese.  “In  that  sense,  it’s  won¬ 
derful  to  know  that  when  I  look 
back  at  my  deployment  I  can  say 
that  I  did  go  out  there  every  day  and 
risk  my  life  to  take  care  of  other 
Soldiers,”  she  said.  “That’s  a  lot 
more  than  most  people  can  say.”  • 
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Warrior  Care  Support  Program 

By  The  Health  Net  Federal  Services  Warrior  Care  Support  Team 


Health  Net  Federal  Services,  IIC, 

the  government  operations  division  of  Health  Net, 
Inc.,  launched  its  Warrior  Care  Support  (WCS) 
Program  on  August  8,  2007.  The  program  directly 
connects  severely  injured  or  ill  Warriors  and  their 
family  or  care  support  members  to  a  single  point  of 
contact  for  total  healthcare  support  once  a  Military 
Treatment  Facility  (MTF)  determines  care  will  be 
best  delivered  within  the  civilian  healthcare  sector. 

Health  Net  provides  specialized  and  individually 
focused  support  to  assist  Warriors  in  obtaining  the 
necessary  physical  and  behavioral  healthcare  serv¬ 
ices,  including  social  services,  in  a  timely,  coordi¬ 
nated  fashion.  Each  Warrior  is  assigned  a  specific 
“Health  Care  Coordinator”  who  personally  guides 
him  or  her  through  the  care  continuum  to  facilitate 
the  best  in  quality  healthcare  as  well  as  a  seamless 
transition  throughout  the  various  stages  of  health¬ 
care  services  and  military  status  changes.  The 
Health  Net  program  is  designed  to  encourage 
Warriors  to  focus  on  their  recovery  and  leave  the 
navigation  of  healthcare  services  to  the  Health  Net 
Care  Coordination  Team. 

WhatisaWarriorP 

TRICARE  Management  Activity  (TMA)  defines 
Warriors  as  “Soldiers  who  have  served  in  a  combat 
zone  or  received  hazardous  duty  pay  and  believe 
they  have  a  disease  or  disability  connected  to  their 
service.” 

Health  Net  extends  this  definition  for  the  WCS  pro¬ 
gram  to  include  Active  Duty  Service  Members 
(ADSMs)  who  have  a  severe  Injury  (combat  or  non¬ 
combat  related;  e.g.:  injured  in  combat,  injured  while 
on  training  drills,  injured  in  an  automobile  accident) 
or  a  combat-related  behavioral  health  diagnosis. 

An  ADSM  in  any  of  the  Uniformed  Services, 
Including  a  Reservist  or  National  Guard  member 
with  active  duty  status,  who  is  severely  Injured  or 
ill  and  meets  the  WCS  program  diagnosis  criteria 
will  be  evaluated  for  enrollment  into  the  Health 
Net  WCS  program. 
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How  the  Program  Works 

Following  a  Warrior’s  transfer  of  care  to  the  civilian 
sector,  the  Health  Net  Care  Coordinator  tracks  a 
Warrior’s  previous  and  current  healthcare  services, 
completes  a  comprehensive  assessment  of  his  or 
her  condition,  and  personally  connects  with  the 
Warrior  to  establish  a  relationship.  The  coordina¬ 
tor  will  work  with  the  MTF  and  Veterans  Affairs 
physicians,  physical  therapists,  and  other  providers 
to  coordinate  care,  empower  Warriors  with  knowl¬ 
edge  about  their  healthcare  choices,  and  assist 
with  claims  and  authorizations  for  civilian  care. 


Health  Net' 


Members  of  the  Health  Net 
Care  Coordination  Team 
include  handpicked  profession¬ 
als  with  experience  in  utiliza¬ 
tion  management,  transitional 
care,  case  management,  social 
services,  and  behavioral  health 
services.  In  addition,  a  team  of 
Health  Net  physicians  works 
closely  with  the  Health  Net  Care 
Coordinators  to  provide  support 
and  counsel. 

Warriors  receive  a  welcome 
packet  that  Includes  Warriors’ 
benefits,  details  of  services  provided  through  the 
Health  Net  WCS  program,  and  a  wallet-sized 
Platinum  Card  with  the  name  and  phone  number 
of  their  designated  Health  Net  Care  Coordinator. 

How  does  a  Warrior  get  into  the  programP 

There  are  several  points  of  entry: 

•  Heath  Net  Call  Centers  (1-877-TRlCARE/ 
1-877-874-2273),  responding  to  inquiries  from 
ADSMs  or  a  family  member 

•  Referrals  from  Medical  Management  (e.g,: 
Utilization  Management,  Transitional  Care,  Case 
Management,  or  other  Health  Net  associates) 

•  MTF  or  civilian  provider  referrals  or 
authorizations 

•  MTF  or  VA  care  planning  conferences 

•  Direct  referrals  from  MTF  and  Warrior 
Transition  (WT)  Case  Managers 

Benefits  for  the  Warrior 

•  A  designated  Health  Net  Care  Coordinator  who 
oversees  and  guides  healthcare  service  access 
and  administrative  processes  in  the  civilian  net¬ 
work. 

•  Consistency  and  familiarity  with  one  person 
who  provides  individual  attention  and  knows 
the  Warrior’s  case. 


•  Simplified  process  and 
seamless  transition  in  and 
out  of  civilian  care  settings. 

•  Assistance  with  benefits 
coverage  and  associated 
changes  due  to  change  in 
military  status. 

•  Access  to  a  comprehensive 
Health  Net  provider  net¬ 
work,  including  specialty 
care,  such  as  services  from 
Traumatic  Brain  Injury 
(TBI),  Post-Traumatic  Stress 
Disorder  (PTSD),  and  other 
severe-condition  specialists. 

Easy  access  to  behavioral  health  services  for  life 
assistance  programs,  stress  management,  emo¬ 
tional  well-being  and  reintegration. 

Health  Net  Federal  Services'  Warrior  Care 
Support  team  includes  medical  management's 
leadership  including  Kimberly  Morgan,  Vice 
President,  Candace  Maynard,  Director,  Eileen 
Yaeger,  Director,  Naomi  Nasshan  Director,  Elita 
Johnston,  Director,  Kathleen  Prisco,  Manager,  Paula 
Ackerman,  Manager,  and  Marti  Wolf,  Manager, 
These  individuals  comprise  over  50  years  of  TRI¬ 
CARE  experience  with  several  of  these  individuals 
participating  in  the  original  CHAMPUS  Program  in 
1988.  Their  years  of  experience  with  the 
Transitional  Care  Program,  provided  the  insights 
and  avenues  of  opportunities  to  enhance  the  serv¬ 
ice  to  our  Activity  Duty  Service  men  and  women 
with  the  development  of  the  Warrior  Care 
Program.  • 


For  more  information  about  Health  Net  Federal  Services'  Warrior  Care 
Support  Program,  please  call  1-877-TRICARE  (1-877-874-2273). 


ifP 

Health  Net 
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May  insGtiite 

Responding  to  the 
Critical  Need  for 
Antism  Services 

By  Dennis  C.  Russo,  PhD,  ABPP  and  Eileen  G.  Pollack,  MA 


Dr.  Walter  P.  Christian,  PhD. 
ABPP  May  institute's 
President  and  CEO,  visits 
with  the  integrated  pre¬ 
school  classroom  in  one  of 
the  Institute's  schools  for 
children  with  autism  and 
other  developmental 
disabilities. 


As  May  Institute 

has  evolved  over  the  past  five  decades 
into  a  national  organization  with 
more  than  200  program  locations,  we 
have  been  guided  by  our  mission  of 
helping  families  navigate  the  complex 
world  of  autism  and  related  disabiln 
ties.  Earlier  this  year,  that  mission  led 
us  to  Columbus,  Georgia,  where  we 
opened  our  newest  program,  taking 
resources  to  families  stationed  at  Fort 
Banning,  home  to  a  military  comma- 
nity  of  more  than  100,000. 

In  1955,  when  Dr.  Jacques  and 
Marie-Anne  May  opened  the  doors  to 
what  would  become  May  Institute’s 
first  school  for  children  with  autism, 
their  twin  boys  were  among  its  first 
students.  The  Mays  were  parents,  but 
they  were  also  visionaries  whose 
dream  was  to  create  a  place  that 
would  take  “a  total  and  complete 
involvement  with  the  child... a  spe¬ 
cial  sensitivity  to  the  needs  of  oth¬ 
ers...  and  an  extraordinary  kind  of 
imagination.” 

Jacques  and  Marie-Anne  under¬ 
stood  that  their  boys’  journey  with 
autism  would  include  unexpected 
turns  and  unfamiliar  territory. 
Although  that  journey  began  in  the 
early  1950s,  when  very  little  was 
known  about  autism,  the  challenges 
the  May  family  faced  resonate  today 
with  families  across  the  country  and 
beyond. 

Military  families  are  often  con¬ 
fronted  with  a  very  particular  set  of 
challenges  as  they  navigate  that  jour¬ 
ney  with  their  children.  (See  accom¬ 
panying  article,  “One  Family’s  Story” 
on  page  51.) 

Autism,  a  neurological  disability 
that  causes  difficulty  with  behavior, 
communication,  learning,  and  social 
interaction,  can  create  enormous 
stress  on  a  family  -  stress  that  is  mag¬ 
nified  when  one  spouse  is  away  for 
extended  periods  of  time,  when  trans- 
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One  Family *s  Story 


Major  Bill  Nelson  and  his  wife,  Karen,  are  very  familiar  with  the  challenges  that 
confront  military  families  who  have  a  child  with  autism.  They  were  stationed  in 
Korea  when  they  began  thinking  something  might  be  wrong  with  their  son.  "We 
had  our  suspicions  when  Peyton  was  two  and  a  half,"  says  Karen.  "We  went  to  see 
a  developmental  pediatrician  who  recommended  early  intervention  sen/ices,  which 
Peyton  got  during  a  medical  visit  to  Tripler  Hospital  in  Hawaii.  He  wasn't  officially 
diagnosed  with  ASD  until  we  moved  to  Fort  Campbell,  Kentucky,  when  he  was 
three  years  old." 

By  this  time,  two  physicians  had  recommended  speech  and  occupational 
therapy,  but  the  Nelsons  discovered  that  finding  professionals  who  could 
provide  these  services  at  a  military  installation  was  nearly  impossible.  "I  had 
to  search  to  find  a  speech  therapist  at  Fort  Campbell,"  Karen  says. 

"Peyton  saw  an  occupational  therapist  there,  too.  But  those  were  the  only 
services  we  could  get  for  a  while." 

Doctors  had  also  recommended  applied  behavior  analysis  (ABA)  therapy,  but 
there  were  no  ABA  therapists  to  be  found  at  Fort  Campbell.  When  the  Nelsons 
moved  to  Fort  Benning  in  Columbus,  Georgia,  Karen  continued  her  search. 

Karen  found  an  ABA  therapist  through  a  chance  encounter  with  a  fellow 
officer's  wife  whose  son  has  a  developmental  disability.  The  boy  was 
receiving  in-home  ABA  services  from  Jade  Lewis,  BS,  BCABA  (Board  Certified 
Associate  Behavior  Analyst),  a  May  Institute  behavior  therapist  who 
commuted  between  Atlanta  and  Columbus,  a  round-trip  distance  of  about 
200  miles.  Karen  and  Bill  were  thrilled  when  Jade,  who  is  now  an  employee 
of  the  new  Southeast  Regional  Autism  Center,  moved  to  Columbus  and 
started  to  work  with  Peyton. 

ABA  -  The  Missing  Link 

"ABA  was  the  missing  link  for  us,"  says  Karen.  "Jade  rocked  our  world.  She  is 
what  we  needed.  Occupational  and  speech  therapy  are  great,  but  we  needed 
Peyton  to  behave  and  cooperate,"  she  explains. 

Seven-year-old  Peyton  is  now  a  second-grader  at  Lloyd  Elementary  School, 
which  is  part  of  the  Department  of  Defense  school  system  at  Fort  Benning. 
He  is  in  a  "life  skills"  classroom,  but  joins  his  typically  developing  peers  for 
music,  art,  physical  education,  and  lunch. 

The  school  has  been  very  receptive  to  Jade  coming  in  and  consulting  with 
teachers  on  how  to  work  with  Peyton's  behaviors.  "She  converses  with  his 
teacher  and  is  on  his  lEP  (Individualized  Education  Program)  team,"  Karen 
says.  "Her  job  is  to  make  his  behaviors  better  so  the  teachers  can  teach  him." 


Karen,  Peyton,  and  Bill  celebrating  Christmas  together. 


A  System  for  Success 

Using  the  principles  of  ABA,  Jade  is  also  helping  Peyton  and  his  parents 
develop  a  system  to  get  his  homework  done.  "We  needed  a  system,"  says 
Karen.  "We  weren't  being  consistent  and  sometimes  it  got  ugly.  He  would 
have  meltdowns." 

Peyton's  homework  system  works  like  this:  He  gets  to  watch  his  favorite 
cartoon  DVD  for  a  few  minutes.  When  a  pre-set  timer  goes  off,  he  sits  down 
and  starts  his  homework.  He  chooses  which  page  of  homework  to  start  with 
and  which  pen  or  pencil  he  wants  to  use.  Then  he  gets  a  small  treat  (a  tiny 
piece  of  candy).  When  he  completes  a  page,  he  may  watch  a  few  more 
minutes  of  his  cartoon.  When  the  timer  goes  off,  the  process  is  repeated. 
"It's  worked  beautifully,"  says  Karen.  "He's  really  done  well." 

Jade  explains  how  ABA  therapy  is  truly  a  partnership  between  family  and 
therapist.  "I  couldn't  have  made  this  much  progress  with  Peyton  on  my 
own,"  she  says.  "His  parents  have  been  supporting  everything  we  have  been 
doing  with  him.  I  just  gave  them  the  tools  they  needed  and  they  ran  with  it." 

Like  loving,  supportive  parents  everywhere,  Karen  and  Bill  Nelson  have 
hopes  and  dreams  for  their  child's  future  success  and  happiness.  "I'm  hoping 
Peyton  can  be  mainstreamed  as  much  as  possible,"  says  Karen.  "He's  very 
smart.  He  has  lots  of  potential." 


Jade  Lewis,  May 
Institute  behavior 
therapist,  works 
one-on-one  with 
Peyton  in  his  home. 


Peyton  and  his 
mother,  Karen, 
spend  time 
together  reading. 
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fers  create  abrupt  changes  in  daily 
routines,  and,  most  of  all,  when  effec- 
tive  services  are  not  easily  accessible. 

A  Personal  Perspective 

For  May  Institute  President  and  CEO, 
Walter  P.  Christian,  PhD,  ABPP,  who  is 
largely  responsible  for  the  exponen- 
tial  growth  of  the  organization  over 
the  past  30  years,  opening  the 
Southeast  Regional  Autism  Center  in 
close  proximity  to  Fort  Benning,  was 
both  a  personal  and  a  professional 
decision. 

Christian  is  well  acquainted  with 
life  on  military  bases  and  with  the 
challenges  that  families  often  face 
when  trying  to  access  services  for 
their  children  with  special  needs. 

His  daughter,  Katherine,  and  her 
family  have  lived  on  various  bases 
over  the  past  10  years  and  are  cur- 
rently  stationed  at  Fort  Benning. 
When  Christian’s  grandson  was  diag' 
nosed  with  a  disability  several  years 
ago,  the  young  boy  began  receiving 
services  from  May  Institute’s  Atlanta 
office,  about  100  miles  away.  His 
services,  like  all  those  provided  by 
the  Institute,  are  based  on  the  princi- 
pies  of  applied  behavior  analysis 
(ABA)  -  the  most  effective  method  to 
teach  children  and  adolescents  with 
autism  and  other  developmental  diS' 
abilities.  (See  accompanying  sidebar 
to  the  right  for  more  about  ABA.) 

Helping  Families  at  Fort  Benning 

Well  aware  of  the  growing  number  of 
children  being  diagnosed  with  Autism 
Spectrum  Disorder  (ASD)  throughout 
the  country,  Christian  recognized  that 
there  would  probably  be  a  significant 
number  of  children  on  the  installa- 
tlon  with  autism  or  other  related  dis- 
abilities  who  could  benefit  from  ABA, 

“It  quickly  became  clear  to  us  that 
the  types  of  services  military  families 
needed  weren’t  available  to  them  in 
their  community,”  Christian  said. 


“Families  were  willing  to  travel  long 
distances  to  get  care,  and  the  need  for 
ABA  services  was  overwhelming.” 

That’s  when  May  Institute  stepped 
in.  For  the  past  five  years,  behavior 
consultants  from  the  Atlanta  office 
have  been  providing  home-based 
services  to  military  families  stationed 
on  Fort  Benning  or  in  the  surround¬ 
ing  Columbus  area,  traveling  back 
and  forth  as  needed. 

Earlier  this  year,  the  Institute  made 
the  decision  to  expand  its  reach  to  bet¬ 
ter  support  Fort  Benning  families 
affected  by  ASD.  The  recent  opening  of 
the  Southeast  Regional  Autism  Center 


in  Columbus  finally  brought  resources 
directly  into  the  community,  with  con¬ 
sultants  providing  services  at  the  point 
of  need,  in  local  homes  and  schools. 

“We  offer  screenings  for  children 
who  may  be  exhibiting  signs  of  ASD,” 
said  Christian.  “A  local  presence 
allows  us  to  provide  training  and  edu¬ 
cation  to  physicians,  teachers,  and 
parents,  as  well  as  home-based  ther¬ 
apy  to  children  with  autism  and 
other  developmental  disabilities.” 

As  this  new  center  expands  its 
operations,  the  goal  is  to  provide 
services  at  other  bases  throughout 
the  Southeast. 


Applied  Behavior  Analysis: 
Effective  and  Individualized 


Applied  behavior  analysis  (ABA)  is  the  treatment  of  choice  for  children  with  autism,  it  is  a 
methodology,  or  framework,  that  applies  scientific  interventions  to  address  behavioral  needs. 

What  most  attracts  parents  to  a  program  of  ABA  are  its  positive  and  reinforcing  tone,  its 
strong  focus  on  teaching  new  skills,  the  documentation  of  progress  in  reports  and  charts,  its 
foundation  in  research,  and  the  manner  in  which  it  is  individualized  for  every  child. 

ABA  helps  with  the  development  of  language,  social  interactions,  and  independent  living 
by  applying  basic  behavioral  practices  -  a  positive  reinforcement,  teaching  in  small  steps, 
prompting,  and  repeated  practice.  ABA  can  also  help  reduce  both  everyday  social  problems 
and  serious  behavior  disorders. 

Hundreds  of  scientific  studies  have  shown  that  ABA  is  the  most  effective  method  to  teach 
children  and  adolescents  with  autism  and  other  developmental  disabilities.  ABA  has  been 
endorsed  by  the  National  Institutes  of  Health  (NIH)  and  the  Association  for  Science  in  Autism 
Treatment  (ASAT)  and  has  been  identified  by  the  Surgeon  General  of  the  United  States  as  the 
most  effective  way  to  treat  autism. 
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May  Institute  is  a  nonprofit  organization  that  provides  educationai,  rehabiiitative,  and 
behaviorai  heaithcare  services  to  individuais  with  autism  and  other  developmentai  disabiiities, 
brain  injury,  mentai  iiiness,  and  other  behaviorai  heaithcare  needs.  The  Institute  aiso  provides 
training  and  consuitation  services  to  professionais,  organizations,  and  pubiic  schooi  systems. 

Since  its  founding  over  50  years  ago.  May  institute  has  evoived  into  an  award-winning 
nationai  network  that  serves  over  25,000  individuais  and  their  famiiies  annuaiiy.  With 
corporate  headquarters  in  Randoiph,  Massachusetts,  the  institute  operates  more  than  200 
service  iocations  in  the  Northeast,  Mid-Atiantic,  Southeast,  Midwest,  and  on  the  West  Coast. 
Six  May  institute  schools  serve  children  and  adolescents  with  autism  spectrum  disorders 
(ASD)  and  other  developmental  disabilities.  A  seventh  school  serves  children  and  adolescents 
with  brain  injury. 

An  active  center  of  research  and  training,  the  Institute  maintains  affiliations  with  more 
than  40  universities,  hospitals,  and  human  service  agencies  worldwide. 

May  Institute  is  the  first  nonprofit  human  services  organization  in  the  country  to  receive 
top  national  honors  from  the  Society  for  the  Advancement  of  Behavior  Analysis  (SABA)  and 
the  Association  for  Behavioral  and  Cognitive  Therapies  (ABCT).  The  Institute  received  the 
2005  Outstanding  Training  Program  Award  from  ABCT  and  the  2007  Award  for  Enduring 
Programmatic  Contributions  in  Behavior  Analysis  from  SABA. 

In  2005,  May  Institute  sponsored  the  initial  development  of  the  National  Autism  Center 
(NAC),  a  groundbreaking  nonprofit  organization  dedicated  to  supporting  effective,  evidence- 
based  treatment  approaches  for  autism,  and  to  providing  direction  to  families,  practitioners, 
organizations,  policy-makers,  and  funders.  Together,  May  Institute  and  the  National  Autism 
Center  are  committed  to  identifying  and  applying  universal  standards  for  the  treatment  of 
autism  and  to  providing  care  and  hope  to  families  throughout  the  country. 

For  information  about  May  Institute  programs  and  services,  please  visit  the  May  Institute 
Web  site,  at  www.mayinstitute.org.  For  additional  information,  call  (800)  778-7601,  or  send 
an  email  to  info@mayinstitute.org.  To  contact  the  May  Institute's  Southeast  Regional  Autism 
Center,  call  (706)  571-7771. 


Looking  to  the  Future 

We  know  much  more  today  than  in 
1955,  when  many  people  believed 
that  emotionally  cold  or  uncaring 
parents  were  responsible  for  their 
child’s  disability  and  when  children 
were  typically  institutionalized  for 
life.  We  know  the  critical  importance 
of  an  early  diagnosis  and  the  benefits 
of  early  and  intensive  treatment. 

We  are  hopeful  that  ongoing 
research  efforts  will  one  day  unrav¬ 
el  the  mysteries  of  autism.  And,  in 
the  meantime,  we  know  that  effec¬ 
tive  treatments  for  children  and 
adults  with  ASD  are  available  now, 
offering  tremendous  hope  for 
meaningful  and  lasting  improve¬ 
ments  in  their  lives. 

Christian  and  May  Institute  are 


committed  to  bringing  that  hope  to 
families  throughout  the  country. 
With  his  dream  of  supporting  mili¬ 
tary  families  now  a  reality  in 
Columbus,  he  looks  to  the  future.  “I 
believe  we  have  far  surpassed 
Jacques  and  Marie-Anne’s  vision  by 
creating  a  national  network  of  pro¬ 
grams  that  is,  indeed,  extraordinary,” 
he  said.  “We  will  continue  to  meet 
the  needs  of  families,  and  advance 
the  care  available  for  children  with 
ASD.  There  is  still  much  to  be 
done. ’’For  information  about  May 
Institute  programs  and  services, 
please  visit  the  May  Institute  Web  site, 
at  http://www.mayinstitute.org. 

For  additional  information,  call 
(800)  778-7601,  or  send  an  email  to 
info@maylnstitute.org.  To  contact  the 


May  Institute’s  Southeast  Regional 
Autism  Center,  call  (706)  571-7771.  • 


Dennis  C.  Russo,  PhD,  ABPP  (Diplomate  of  the 
American  Board  of  Professional  Psychology),  is  Chief 
Clinical  Officer  of  May  Institute.  A  recipient  of  the  Lee 
Salk  Distinguished  Service  Award  from  the  Division  of 
Pediatric  Psychology  of  the  American  Psychological 
Association,  Dr.  Russo  holds  a  faculty  appointment  at 
the  Tufts  University  School  of  Medicine.  He  is  a  past 
president  of  the  Association  for  Advancement  of 
Behavior  Therapy  and  the  Society  of  Pediatric 
Psychology,  and  has  been  elected  as  a  Fellow  of  the 
American  Psychological  Association. 


Eileen  G.  Pollack,  MA,  is  Vice  President  of 
Communications  at  May  Institute.  She  has  been 
involved  in  human  services  program  develop¬ 
ment  and  management,  and  corporate  commu¬ 
nications,  for  nearly  twenty  years. 


May  Institute 
operates  more  than 
200  programs  across 
the  country 

Its  corporate  and  regional 
offices  are  as  follows: 

May  Institute  Corporate 
Headquarters 

•  Randolph,  Mass. 

May  Institute,  Southeast  Region 

•  Atlanta,  GA 

•  Columbus,  GA 

•  Orange  Park,  FI 

May  Institute,  Northeast  Region 

•  Yarmouthport,  Mass. 

•  Fall  River,  Mass. 

•  West  Springfield,  Mass. 

•  Manchester,  Conn 

•  Freeport,  Maine 

May  Institute,  Midwest  Region 

•  West  Peoria,  III. 

May  Institute,  Mid-Atlantic  Region 

•  Mount  Holly,  New  lersey 

May  Institute,  West  Coast  Region 

•  Santa  Cruz,  Calif 
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Injured  vets  get  help 
reforging  their  lives 

By  Tim  Woodward,  Staff  of  the  Idaho  Statesman 


With  Boise  State  University 

setting  annual  enrollment  records  and 
building  its  name  as  an  athletic  power, 
it’s  easy  for  those  of  us  in  this  part  of 
Idaho  to  ignore  the  achievements  of 
Idaho’s  other  universities.  We  should¬ 
n’t.  Credit  the  University  of  Idaho  (Ul) 
with  an  idea  that  other  universities 
would  do  well  to  emulate. 

Instead  of  talking  about  supporting  our 
troops,  UI  is  doing  it  in  a  meaningful  way. 
Tom  Prewitt  is  proof.  He  graduated  from 
the  university  in  May  with  a  degree  in 
wildlife  resources  and  now  works  for  the 
Coeur  d’Alene  Tribe  as  a  wildlife  habitat 
biologist.  What  does  that  have  to  do  with 
supporting  our  troops?  Prewitt  was  one 
of  our  troops.  He  has  a  permanent  dis¬ 
ability  from  injuries  suffered  while  serv¬ 
ing  in  the  Army  in  Afghanistan. 

Graduating  from  college  might  still  be 
a  dream  for  him  if  not  for  a  UI  program 
that  helps  wounded  veterans  and  their 
spouses.  It’s  called  Operation 
Education™,  and  Prewitt  is  its  first  gradu¬ 
ate,  The  program  is  the  first  of  its  kind  in 
the  nation.  The  idea  for  it  came  when 
Heidi  Linehan  of  the  university’s  office  of 
development  spent  time  with  veterans  at 
Walter  Reed  Army  Medical  Center  in 
Washington,  D.C.  “She  was  moved  by  the 
spirit  of  the  veterans  going  through  rehab 
there,”  Operation  Education™  chair¬ 
woman,  Karen  White,  said.  “She  came  to 
me  to  because  I  have  a  background  in 
physical  education  and  a  connection 
with  the  president.  (UI  President,  Tim 
White,  is  her  husband.)  ’’She  wanted  to 
know  how  we  could  help  injured  veter¬ 
ans,  and  we  decided  the  obvious  thing 
was  to  provide  scholarships  and  help 


them  with  their  education.  These  are 
people  who  need  to  rethink  how  they’re 
going  to  make  a  living,  contribute  to  soci¬ 
ety,  and  feed  their  families,  and  higher 
education  is  the  key.  It’s  what  we  can  do 
to  thank  them  for  what  they’ve  done  in 
behalf  of  our  country.” 

Operation  Education™  provides  vet¬ 


erans  severely  wounded  since  Sept.  11, 
2001  with  tuition,  fees,  books,  trans¬ 
portation,  on-campus  housing,  medical 
assistance,  child  care,  and  other  bene¬ 
fits.  Two  students  have  enrolled  through 
it  this  year.  Spouses  also  are  eligible. 
“We  made  it  available  to  spouses 
because  wounded  veterans  might  not 
be  able  to  work  outside  of  the  home 
due  to  their  injuries,”  UI  spokeswoman, 
Joni  Kirk,  said.  “The  spouse  in  those 
cases  will  be  the  breadwinner,”  It’s  hard 
to  overestimate  the  value  of  that  kind  of 
help  for  those  who  have  been  sustained 
disabilities  serving  their  country. 

College  has  become  so  expensive  that 


Top:  University  of  Idaho  Administrative 
Building.  Above:  University  of  Idaho  Commons. 

G.I.  Bill  benefits  typically  fall  $19,000  short 
of  paying  for  a  four-year  education,  and 
veterans  with  disabilities  have  additional 
expenses  other  students  don’t.  Operation 
Education™  can  mean  the  difference 
between  going  to  college  and  just  dream¬ 
ing  about  it.  It  can  make  the  difference 
between  dead  ends  and  a  productive  life. 
The  assistance  is  different  for  each  student. 

For  Prewitt,  who  is  married  and  has  a 
young  son,  child  care  was  a  crucial 
component.  For  Chase  Clark,  it’s  physi¬ 
cal  therapy,  which  a  local  hospital  pro¬ 
vided  without  charge.  “The  difference 
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was  night  and  day,”  White  said.  “His 
grades  improved,  and  suddenly,  he  had 
a  twinkle  in  his  eye.”  Clark,  22,  is  a 
sophomore  studying  landscape  archi¬ 
tecture.  His  injuries  were  so  traumatic 
that  he  still  doesn’t  talk  about  his  mili¬ 
tary  service,  but  Operation  Education™ 
has  given  him  a  new  start.  “It’s  made  all 
the  difference  in  the  world,”  he  said. 
“It’s  helped  me  with  anything  I’ve  need¬ 
ed,  backed  me  up,  and  provided  excel¬ 
lent  support.  It’s  something  that  needs 
to  get  out  to  more  veterans.” 

Their  injuries  qualify  the  veterans  for 
help  through  "Vocational  Rehabilitation, 


which  is  administered  by  the  Department 
of  "Veteran’s  Affairs,  but  the  rest  of  their 
financial  assistance  is  privately  funded, 
“We  have  about  237  donors  who  have  con¬ 
tributed  over  $  1 90,000,”  said  Linehan,  now 
the  program’s  director  of  development. 

“Part  of  that  is  a  $50,000  pledge  from 
Boise.  These  aren’t  necessarily  U1  alums 
either.  They’re  doing  it  because  of  what 
the  program  is  doing  for  veterans.  The 
connection  is  in  their  hearts.”  Karen 
White  sends  hand-written  thank-you  let¬ 
ters  to  each  donor,  regardless  of  the  size 
of  the  donation.  And  her  husband  plans 
to  send  letters  to  all  college  presidents  in 


the  country,  urging  them  to  consider  sim¬ 
ilar  programs  at  their  schools,  “We’re 
hoping  this  kind  of  help  will  be  available 
at  colleges  and  universities  throughout 
the  nation,”  Linehan  said.  “What  a  great 
thing  that  would  be  for  our  veterans.  1 
wake  up  every  morning  knowing  we’re 
doing  the  right  thing.”  • 


Tim  Woodward  was  born  and  raised  in  Boise, 
Idaho.  He  attended  Boise  High  School,  Boise 
Junior  College.  Tim  is  a  Vietnam  Veteran,  and 
graduated  with  a  degree  in  journalism  in  1971 
from  the  University  of  Idaho,  and  has  been  a 
reporter  and  columnist  ever  since. 


Operation  Education 
Redefines  Chiilian  life  fOr 
Wounded  Veterans .. 


On  any  given  day,  Tom 

Prewitt  spends  time  analyzing  wildlife 
in  Northern  Idaho  to  ensure  the  animals 
are  adjusting  to  rehabilitated  habitats. 
Sitting  in  tall  grass  or  slugging  through 
riverbank  mud  as  a  wildlife  habitat  biolo¬ 
gist,  Prewitt  is  at  home  in  the  wild  and  is 
one  with  nature. 

A  2007  graduate  of  the  University  of 
Idaho  and  scarcely  a  month  into  his 
career,  Prewitt  says  he’s  already  achiev¬ 
ing  his  dreams.  While  wrapping  up  the 
final  semester  of  his  wildlife  resources 
degree,  Prewitt  was  hired  by  the  Coeur 
d’Alene  Tribe.  He  began  work  immedi¬ 
ately  after  his  May  12  graduation. 

He  manages  mitigation  land  acquisi¬ 
tions  for  the  tribe,  helping  to  rebuild  ter¬ 
restrial  and  aquatic  habitat  that  was  lost 
to  hydroelectric  dam  construction  by  the 
Bonneville  Power  Administration  (BPA), 

“We’re  rehabbing  land  acquisitions 


as  replacement  habitats  to  offset  those 
that  were  lost  when  BPA  built  and  filled 
the  dams,”  Prewitt  said. 

An  example  of  the  prompt  and  easy 
career  transition  that  all  university 
graduates  hope  for  following  com¬ 
mencement,  Prewitt’s  success  is  mean¬ 
ingful  at  a  different  level, 

“If  not  for  this  scholarship,  along  with 
others,  1  would  have  been  forced  to 
spend  more  time  at  work  instead  of 
studying,”  said  Prewitt.  “Money  started 
to  become  scarce  the  first  semester  after 
my  son  was  born,  so  1  cannot  thank  the 
University  of  Idaho  enough  for  creating 
Operation  Education"™,  which  recognizes 
veterans’  unique  needs  such  as  mine.” 

Prewitt’s  graceful  stride  as  he  walks 
across  campus  with  his  wife,  Andrea, 
and  son,  Logan,  on  graduation  day 
belies  the  daily  pain  he  still  struggles  to 
overcome.  Only  if  he’s  watched  care¬ 


fully  can  someone  detect  a  slight  limp, 
A  veteran  of  the  United  States  Army, 
Prewitt  sustained  injuries  from  activities 
related  to  his  duties,  including  perma¬ 
nent  disability  in  his  knees,  three  surgi¬ 
cally  repaired  ligaments  in  his  left  ankle 
and  a  weak  right  ankle.  His  injuries 
hamper  day-to-day  activities. 

In  his  laid-back  manner,  despite  his 
injuries,  Prewitt  shows  no  disdain  for 
the  military.  He  relays  his  experience 
in  a  matter-of-fact  way. 

Following  his  1998  high  school  gradu¬ 
ation  in  Boyd,  Wisconsin,  Prewitt  enlisted 
as  a  heavy  construction  equipment  oper¬ 
ator  for  the  Army’s  101st  Airborne 
Division.  Early  in  his  military  career,  his 
unit  supported  Joint  Task  Force  Six  along 
with  the  Marine  Corps,  in  Texas,  for  drug 
and  immigration  enforcement  operations 
along  the  U.S.-Mexico  border.  Several 
months  after  the  Sept.  11 , 2001 ,  tragedies. 

Reprinted  with  permission 
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CpI.  Prewitt  and  his  unit  were  assigned  to 
Kandahar,  Afghanistan. 

As  he  relays  the  events  of  his  first  day 
in  the  war  zone,  he’s  still  visibly  shaken. 
Prewitt  said  he  didn’t  know  fear 
until  he  boarded  a  plane  in 
Germany  in  January  2002,  and 
war  became  a  reality.  His  was  the 
first  Army  unit  to  enter  the 
Afghanistan  war  zone. 

“We  had  to  load  our  Ml 6s 
prior  to  takeoff,  and  when  we 
landed,  we  were  told  by  the  Air 
Force  to  hurry  up  and  get  off 
their  plane,”  said  Prewitt. 
“That’s  when  the  danger  of  the 
situation  sunk  in.” 

During  the  six-month  tour  in 
Afghanistan,  his  unit  was  respon¬ 
sible  for  reconstructing  and  maintain¬ 
ing  the  runway  at  Kandahar  Air  Field  in 
support  of  Operation  Enduring 
Freedom  (OEF).  Prewitt  and  his  unit 
ensured  some  1,700  air-lifted  troops 
had  an  operable  airfield  from  which  to 
take  off  and  land. 

After  finishing  his  service  stateside 
at  Fort  Campbell,  Kentucky,  Prewitt 
began  taking  courses  at  Lexington 
Community  College,  in  Lexington, 
Kentucky,  in  preparation  for  a  wildlife 
resources  degree— a  field  of  interest 
since  he  was  a  teenager. 

Prewitt  shakes  his  head  as  he  recalls 
the  temporary  job  he  held  while  going 
to  school.  “1  was  doing  landscape  work 
and  busting  my  back  for  $  10  an  hour.  It 
made  me  realize  1  was  in  college 
because  I  didn’t  have  the  body  of  a 
young  man  anymore,  and  1  couldn’t  do 
this  work  forever.” 

With  enough  credits  under  his  belt, 
he  applied  for  transfer  to  the  University 
of  Idaho  and  was  accepted.  In  August 
2004,  the  Prewitts  eagerly  prepared  for 
their  move  to  Moscow,  Idaho.  Tom 
Prewitt  was  about  to  realize  his  dream. 
Or  so  he  thought. 

The  day  they  moved,  Prewitt 
received  recall  orders  from  the  Army, 
much  to  his  frustration. 

Upon  reporting  for  duty  in  South 


Founded  in  1889,  the  University  of  Idaho  is  the  state's  flagship  higher-education  institution 
and  its  principal  graduate  education  and  research  university,  bringing  insight  and  innovation 
to  the  state,  the  nation  and  the  world.  University  researchers  attract  more  than  $100  million 
in  research  grants  and  contracts  each  year;  the  University  of  Idaho  is  the  only  institution  in 
the  state  to  earn  the  prestigious  Carnegie  Foundation  ranking  for  high  research  activity.  The 

university's  student  population  includes  first- 
generation  college  students  and  ethnically 
diverse  scholars.  Its  high  academic 
performers  include  42  National  Merit 
Scholars  and  a  2006-07  freshman  class  with 
an  average  high  school  grade  point  average 
of  3.42.  Offering  more  than  150  degree 
options  in  10  colleges,  the  university 
combines  the  strengths  of  a  large  university 
with  the  intimacy  of  small  learning 
communities.  For  information,  visit 
http://www.uidaho.edu. 

Source:  The  University  of  Idaho  Web  site 
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Carolina,  Prewitt  finally  was  able  to 
meet  with  a  surgeon  and  was  exempt¬ 
ed  from  active  duty.  He  completed  his 
commitment  to  the  Army  in  April  2006 
and  returned  to  Idaho  to  complete  his 
degree  in  wildlife  resources. 

Last  fall,  through  the  Hawley-Jameson 
Veterans  of  Foreign  Wars  Post  No.  2905 
in  Moscow,  where  he  serves  as  chaplain, 
Prewitt  learned  about  a  scholarship  that 
would  help  fully  fund  his  education.  The 
Operation  Education™  Scholarship  was 
established  by  the  University  of  Idaho 
last  year  to  assist  wounded  members  of 
the  U.S.  military.  The  scholarship 
enhances  the  Montgomery  Cl  bill,  which 
currently  provides  veterans  with  $1,075 
per  month  for  a  maximum  of  thirty-six 
months,  to  cover  education  expenses. 
Additional  expenses  incurred  while  pur¬ 
suing  an  education  can  cripple  young 
veterans  and  their  families,  particularly  if 
the  veteran  is  disabled. 

Operation  Education™  provides  veterans 
with  financial  and  social  support  and 
resources— such  as  tuition,  fees,  and 
books;  on-campus  housing;  transportation; 
medical  assistance;  child  care;  adaptive 
equipment;  tutoring;  and  mentorship  - 
while  they  are  pursuing  a  college  degree  at 
the  university’s  main  campus  in  Moscow. 
The  program  also  is  available  for  spouses 


and  is  designed  to  assist  veterans  and  their 
families  as  they  seek  to  enhance  their 
future  through  higher  education.  The  pro¬ 
gram  is  the  first  of  its  kind  in  the  nation, 

“The  instant  1  heard  about  Operation 
Education™,  1  knew  it  was  a  scholarship 
for  me.  I  deal  with  pain  every  day  of  my 
life,”  said  Prewitt.  “1  heard  that  the 
scholarship  was  established  for  dis¬ 
abled  vets  from  Iraq  and  Afghanistan  to 
pursue  their  education  and  not  feel  that 
their  disability  hinders  them.” 

He  applied  for  the  scholarship  in 
December  2006  and  received  funds  to 
help  cover  his  educational  costs  for  the 
spring  semester  of  2007,  his  final 
semester  at  the  university.  “Money  was 
tight  for  a  while,  so  It  was  a  relief  to  get 
it,”  he  said. 

This  May,  with  his  wife  and  son  look¬ 
ing  on,  Prewitt  received  a  University  of 
Idaho  degree  in  wildlife  resources,  com¬ 
mencing  a  new  chapter  in  his  life. 

Cy  Kammeier,  editor  of  Purple  Heart 
Magazine,  said  Operation  Education™  is 
a  real  feather  in  the  hat  of  the  citizens  of 
Idaho.  “I  am  confident  it  represents  a 
wise  investment,  one  that  will  enable 
veteran  Tom  Prewitt  to  continue  making 
a  contribution  to  all  Americans,” 
Kammeier  said, 

A  second  University  of  Idaho  stu- 
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dent,  not  yet  publicly  named,  also  is 
receiving  financial  assistance  from 
Operation  Education™, 

“We  are  encouraged  that  our  vision  for 
Operation  Education™  has  been  realized 
so  readily,”  said  Karen  White,  University 
of  Idaho  first  lady  and  chair  of  the  schol¬ 
arship  program.  “The  Operation 
Education™  Scholarship  program  is  mak¬ 
ing  a  meaningful  difference  in  the  lives 
of  the  wounded  veterans  that  it  supports, 
as  well  as  in  the  lives  of  their  families.” 

The  Helping  Our  Heroes  Foundation, 
which  provides  funding,  services,  and  vol¬ 
unteers  to  veterans  wounded  in  operations 
in  Iraq  or  Afghanistan,  provided  initial 
funding  for  the  scholarship  program  and 
has  pledged  continued  support  of  the  pro¬ 
gram.  Additional  support  for  Operation 
Education™  has  come  from  University  of 
Idaho  alumni  and  supporters. 

Two  alumni  donated  $25,000  to 


Other  Universities  and  Colleges 
Reaching  Out  to  Veterans 

Numerous  scholarships  exist  for  children  and/or  spouses  of  deceased  and  disabled  veterans. 
Following  are  three  other  scholarship  programs  for  wounded  veterans,  which  are  different  from 
the  customized  aid  packages  provided  by  the  University  of  Idaho. 

Texas  A&M  University  (launched  in  March  2005) 

Provides  25  scholarships,  known  as  Honored  Service  Scholarships,  each  valued  at  $3,000.  They  are 
intended  to  supplement  the  living  expenses  of  the  veterans  who  qualify  for  the  stipends  and  have 
a  demonstrated  need  for  such  assistance.  To  qualify,  a  recipient  must  meet  specific  Veterans 
Administration  (VA)  requirements  for  disability  assistance  and  be  a  resident  of  Texas. 

University  of  Wyoming  (launched  in  August  2001) 

The  Mama  M.  Kuehne  Foundation  of  Sheridan  created  an  endowed  scholarship  fund  for  veterans 
with  disabilities  who  wish  to  pursue  undergraduate  or  graduate  degrees.  There  are  more  than 
5,200  Wyoming  veterans  whose  disabilities  are  directly  connected  to  their  military  service.  The 
average  annual  award  can  range  from  $1,000  to  $10,000,  depending  upon  the  recipient's 
financial  need. 

Dartmouth  College  (launched  in  September  2007) 

Created  a  program  to  provide  individualized  college  counseling  to  seriously  injured  veterans. 


establish  the 
Endowment 


Lt.  Donald  Frank  Ware 
as  the  first  alumni 


Engaged  Virginia  Army  Officers 
Register  for  Operation  Education 

Two  Army  officers  who  never  attended  the  University  of 
Idaho  have  "registered"  the  Operation  Education™ 

Scholarship  program  on  their  wedding  Web  site. 

Meagan  Bacharach  and  Chris  Rizzo  will  be  married 
January  5,  2008,  in  Fairfax,  Virginia.  They  concluded  that  the 
merger  of  two  complete  households  did  not  leave  them 
needing  much,  and  chose  to  list  two  service-member  benefit 
opportunities  in  lieu  of  the  usual  gift  items. 

Rizzo  suggested  guests  be  offered  the  opportunity  to 
donate  to  the  Operation  Education™  Scholarship  fund  as 
well  as  the  Special  Operations  Warrior  foundation. 

"Between  the  two  of  us,  we  really  have  enough  things,"  Bacharach  said.  "We  want  friends 
and  family  to  be  with  us  on  our  wedding  day.  The  best  wedding  gift  we  could  receive  is  for 
all  our  family  and  friends  to  be  with  us  on  January  5." 

"We  would  encourage  those  who  want  to  send  a  gift  to  send  a  donation  to  Meagan's 
favorite  wounded  warrior  program,  Operation  Education™  at  the  University  of  Idaho,  or  my 
favorite  military  charity,  the  Special  Operations  Warrior  Foundation,"  said  Rizzo. 

Bacharach  is  a  1997  graduate  of  the  College  of  the  Holy  Cross  in  Worcester,  Massachusetts, 
and  a  2003  alumna  of  the  Uniformed  Services  University  of  the  Health  Sciences  Medical 
School  in  Bethesda,  Maryland.  She  currently  has  a  Nephrology  Fellowship  at  Walter  Reed 
Army  Medical  Center.  She  is  the  daughter  of  University  of  Idaho  graduates,  Sam,  '71  and  '80, 
and  Kay  Ellen  Bacharach,  '69.  Kay  also  is  the  National  Capitol  Region  Alumni  Director. 

Rizzo  received  a  bachelor's  degree  in  1992  and  a  master's  degree  in  1993  from  the 
University  of  Rochester  in  New  York.  He  currently  is  deployed  overseas. 

To  view  the  couple's  registry,  visit  http://www.chris-meagan.com. 


response  to  Operation  Education™.  An 
F-lOO  fighter  pilot.  Ware  was  killed  in  a 
mid-air  collision  during  a 
combat  training  exercise 
over  England  in  1963.  He 
attended  the  University  of 
Idaho  for  one  year  and 
then  received  an  appoint¬ 
ment  to  the  U.  S.  Air  Force 
Academy,  graduating  as  a 
member  of  the  Academy’s 
second  graduating  class  in 
1960.  He  also  was  “Top 
Gun”  in  his  fighter  combat 
training  class. 

The  two  alumni,  a  couple, 
who  wish  to  remain  anony¬ 
mous,  have  known  many  returning  vet¬ 
erans  who  received  severe  physical 
wounds  as  well  as  emotional  scars  that 
may  never  be  fully  understood.  “These 
veterans  deserve  any  and  all  assistance 
we  can  provide  to  help  them  resume  a 
normal  life,”  said  one  of  the  donors,  a 
class  of  ’65  alumna. 

She  emphasized  that  just  being  treated 
by  the  veterans  hospitals,  receiving  some 
dollar  compensation,  and  being  “dumped 
back  into  society”  will  not  prepare  return¬ 
ing  veterans  to  be  the  valuable,  experi¬ 
enced  citizens  we  so  sorely  need.  The 
Operation  Education™  Scholarship  will 
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Crunching  the  Numbers  for  Veterans 

•  As  of  2007,  there  were  more  than  24  million  veterans  living  in  the  U.S.  and  Puerto  Rico. 

•  1.7  million  veterans  are  female. 

•  More  than  2.8  million  veterans  report  having  a  service-related  disability;  over  246,000  are 
100%  disabled. 

•  6.9  percent  of  veterans  (1.7  million)  are  notable  to  work  due  to  a  disability. 

•  The  Montgomery  Gl  Bill  provides  educational  assistance  for  veterans  completing:  three  years 
on  active  duty;  two  years  on  active  duty  if  the  person  signed  up  for  two  years;  or  two  years  on 
active  duty  and  four  years  in  the  Reserve. 

•  The  number  of  veterans  using  benefits  for  college  or  university  study,  or  for  business,  technical, 
and  vocational  training,  has  steadily  increased.  This  trend  likely  reflects  changes  in  labor  market 
education  requirements. 

•  The  percentage  of  veterans  emphasizing  the  importance  of  educational  benefits  to  achieving 
their  goals  has  steadily  increased.  This  reflects  enlistment  incentives  promulgated  in  recent 
years,  which  have  encouraged  people  to  volunteer  by  emphasizing  the  education  benefits  they 
can  obtain  through  military  service. 

•  The  majority  of  veterans  currently  are  married  (74.9  percent)  and  more  than  half  (54.6  percent) 
has  an  annual  family  income  of  $50,000  or  less. 

•  The  Montgomery  Gl  Bill  currently  provides  active  duty  veterans  with  up  to  $1,075  monthly,  for 
a  maximum  of  thirty-six  months,  to  cover  education  expenses,  depending  on  years  of  service, 
rank,  and  other  considerations. 

•  The  average  cost  of  one  year's  tuition,  room  and  board,  and  fees  for  in-state  students  at  public 
institutions  for  2007-08  is  $16,640,  which  totals  $66,560  for  a  four-year  degree. 

•  Average  tuition  and  fees  are  up  40  percent  from  five  years  ago,  increasing  6.3  percent  in  the 
last  year  alone. 

•  In  2005,  median  earnings  of  four-year  college  male  graduates  were  63  percent  higher  than 
median  earnings  of  high  school  graduates.  Among  women,  earnings  were  70  percent  higher. 

Sources:  United  States  Department  of  Veterans  Affairs  (VA),  www.va.gov:  National  Survey  of  Veterans 

2001,  U.S.  Department  of  Veterans  Affairs;  The  College  Board,  October  22,  2007. 


help  them  overcome  difficult  obstacles  and 
ensure  they  receive  a  college  education. 

“These  terrific  young  women  and 
men  can  teach  us  so  much  about 
courage  and  perseverance.  We,  as  a 
nation,  cannot  turn  our  backs  on  them,” 
said  her  husband,  an  alumnus  from  the 
class  of  ’63,  “Through  this  scholarship, 
the  university  will  work  with  them  to 
regain  self-esteem  and  the  ability  to  sup¬ 
port  their  families.  In  return,  society  will 
be  rewarded  many  times  over.” 

The  couple  hopes  that  other  alumni 
join  them  in  donating  to  the  scholarship 
program.  They  also  urge  current  stu¬ 
dents  to  begin  the  habit  of  “giving  back,” 
by  donating.  Individuals,  as  well  as  all 
groups,  can  participate. 

“We  encourage  other  colleges  and 
universities  to  establish  similar  pro¬ 
grams  for  wounded  veterans  seeking  to 
complete  an  education  and  transition  to 
civilian  life,”  White  said.  “We’ve  done 
the  hard  work  necessary  to  create  a 
pilot  program;  now  it’s  their  turn  to  step 
up  and  provide  opportunities  for  these 
men  and  women  who  have  served  our 
country  so  graciously  and  honorably.” 

Information  about  Operation  Education™ 

To  learn  how  to  help  the  Operation 
Education™  Scholarship  program,  call 
the  University  of  Idaho,  at  (208)  885- 


7069,  toll-free  at  (866)  671-7041,  or  visit 
http://  www.uidaho.edu/givetoidaho. 

To  obtain  an  application  for  the  schol¬ 
arship,  veterans  should  contact  John 
Sawyer  at  the  University  of  Idaho  at  (208) 


885-7979  or  johns@uidaho.edu,  or  visit 
www.uidaho.edu/OperationEducation.  • 


Joni  Kirk  is  associate  director  of  media  relations  at  the 
University  of  Idaho.  She  can  be  reached  at  (208)  885- 
7725  or  via  email  at  joni@uidaho.edu. 


A  message  from  Dr.  Karen  White,  University  of  Idaho  first  lady 
and  chair  of  the  Operation  Education  Scholarship  Program 


Operation  Education™  is  the  nation's  leading  scholarship  and  assistance 
program  for  disabled  military  veterans.  It  is  available  to  military  personnel 
who  sustained  permanent  disability  while  serving  our  nation  since  September 
11,  2001.  Spouses  of  qualifying  veterans  also  are  eligible  for  the  scholarship. 

We  at  the  University  of  Idaho  recognize  that  for  many  disabled  veterans, 
returning  to  a  normal  and  productive  life  is  about  more  than  just  money. 
Therefore,  the  Operation  Education™  Scholarship  Program  offers  a 
comprehensive  package  with  three  vital  components  that  are  customized 
to  meet  each  scholar's  personal  needs.  Each  individual  plan  will  address  the 
academic,  home  and  social,  and  financial  challenges  a  veteran  may 
encounter  during  his  or  her  transition  back  to  civilian  life. 

Operation  Education™  offers  tutoring  and  provides  adaptive 
equipment  such  as  computer  hardware  and  voice  recognition  software,  as 
well  as  note  takers  and  learning  specialists  to  assist  a  student  in  the 


classroom.  Additionally,  the  Program  offers  assistance  through  mentoring, 
internships  and  job  placement  services.  Operation  Education™  can  assist 
with  on-campus  housing  and  transportation,  medical  assistance,  childcare, 
and  personal  and  family  counseling  services.  The  Program  also  provided 
scholarship  assistance  for  tuition,  fees,  books  and  living  expenses. 

We  want  to  do  everything  we  can  to  assist  this  special  group  of 
veterans  and  their  families.  It's  one  way  we  can  say  'thank  you'  for  the 
extraordinary  sacrifices  they  have  made  for  our  country. 

Doing  everything  we  can  includes  providing  educational  opportunities 
for  spouses  of  qualifying  veterans  as  well.  We  realize  that  in  some  cases 
the  spouse  will  be  the  person  who  will  be  called  on  to  provide  financial 
support  for  the  family.  Our  goal  is  to  make  Idaho,  the  West  and  the 
world  better  places  in  which  to  think,  create,  work  and  live.  This  is  what 
Operation  Education™  is  all  about. 
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THE  MlimRY  CHIID  EDUCJmON  COUITION 

Supporting  Military  Families 


DC 


By  Stephanie  Surles 


The  Military  Child  Educatien  Cealitien 

(MCEC^  has  recently  released  a  new  support 
for  military  families  facing  deployment,  with 
the  addition  of  another  kit  to  its  Growing, 

Learning,  and  Understanding:  Making  Meaning 
through  Early  Literacy™  (GLU’’")  initiative.  The 
GLU  initiative  focuses  on  developing  early  liter¬ 
acy  skills  in  children  from  birth  through  second 
grade.  It  consists  of  theme-based  sets  of  resources 
including  activities  and  information  sheets  centered 
around  a  book  or  other  resource,  that  are  packaged 
together  in  engaging  kits. 

While  the  themes  of  the  GLU  kits  cover  various 
aspects  of  literacy — including  language  acquisition, 
reading,  art,  and  mathematical  skills— all  of  the  kits  are 
also  designed  to  meet  the  needs  of  young  military  chil¬ 
dren,  The  most  recent  GLU  kit.  While  You  Are  Away, 
focuses  on  the  specific  needs  of  children  whose  parent 
is  or  will  be  deployed. 

As  all  military  families  know,  the  deployment  of  any 
family  member  poses  unique  challenges.  The  deploy¬ 
ment  of  a  parent  can  be  especially  confusing  to  a  baby 
or  young  child,  who  may  not  yet  understand  the  pas¬ 
sage  of  time,  the  requirements  of  their  parent’s  job,  or 
changes  to  the  daily  routine.  Deployment  can  also  be 
challenging  for  the  parent,  who  may  worry  that  special 
moments  will  be  missed  or  that  their  child  may  not 
recognize  them  upon  their  return  home. 

The  While  You  Are  Away  GLU  kit  helps  families  address 
these  deployment-related  Issues  and  more.  The  kit’s  con¬ 
tents  cover  pre-deployment,  deployment,  and  reunion,  so 
families  are  assisted  throughout  the  entire  deployment 
cycle.  Suggestions  for  adapting  to  changing  schedules  and 
responsibilities;  ideas  for  ways  to  stay  connected,  even 
when  geographically  separated;  and  nurturing  the  love 
between  parent  and  child  throughout  the  deployment 


growing 

learning 

understanding 
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cycle  are  among  some  of  the  additional  Issues  covered. 

As  with  the  other  GLU  kits,  parents  and  care 
providers  are  encouraged  to  use  careful  observation 
and  understanding  of  their  own  children,  as  well  as 
research  and  Information  regarding  the  development 
of  young  children,  as  they  explore  the  kits  and  use  the 
activities.  Adaptations  for  different  ages  and  abilities 
are  included  within  the  activities  to  ensure  that  the 
information  and  ideas  can  be  tailored  to  the  specific 
needs  of  each  child. 

The  While  You  Are  Away  GLU  kit  and  all  other  GLU 
kits  are  available  to  parents,  educators,  and  anyone  else 
working  with  young  children.  For  an  overview  of  the 
series  and  its  contents,  or  to  purchase  a  GLU  kit,  visit 
http://www.easycart,net/MilitaryChildEducationCoaliti 
on/Educational  Resources.html.* 


MCEC  is  a  nonprofit  organization  focused  on  the  academic  and  school- 
related  needs  of  all  United  States  military-connected  children.  MCEC 
strongly  believes  that  parents  are  the  first  and  best  advocates  for  their 
child.  For  more  information,  contact  Jaclyn  Collins,  MCEC's  Administrative 
Assistant  for  Marketing  and  Special  Projects,  at  jaclyn. collins@mili- 
tarychild.org  or  visit  MCEC's  Web  site  at  http://www.militarychild.org. 


Stephanie  Surles,  JD,  MPA, 
Development  at  MCEC. 


is  Director  of  Research  and  Product 
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Military  families  who 

have  a  member  with  autism  would 
like  to  have  expanded  options  for 
providing  care,  easing  financial  bur- 
den,  and  increasing  the  prospect  for 
greater  results  for  their  family  mem- 
her.  The  Department  of  Defense 
(DoD)  issued  a  report  in  July,  covering 
its  belief  in  the  efficacy  of  applied 
behavior  analysis  (ABA)  as  a  form  of 
treatment  for  autism  and  the  necessi- 
ty  of  expanding  TRlCARE’s  Extended 
Elealthcare  Option  (ECHO)  coverage 
to  increase  families’  ability  to  receive 
ABA  for  their  family  member. 

Because  the  field  of  ABA  is  consid- 
ered  to  be  in  its  infancy,  and  since 
coverage  as  well  as  education,  certifi- 
cation,  and  supervision  requirements 
for  ABA  are  not  nationally  standard' 
ized  or  consistent  state  to  state,  the 
DoD  is  attempting  to  provide  benefi' 
ciaries  with  coverage,  safeguards,  and 
expanded  care  while  at  the  same  time 
respecting  the  profession  and  its  role 
in  establishing  its  own  standards. 

Family  members  and  government 
experts  participated  in  the  discussions 
that  led  to  the  Department  of  Defense 
Report  and  Plan  on  Services  to  Military 
Dependent  Children  with  Autism  (July 
2007)  and  the  demonstration  project 
that  is  now  under  way.  Some  excerpts 
from  the  report  follow.  For  a  full  copy 
of  the  DoD  report,  visit: 
http://www,  tricare.mil/mybenefit/ 
Download/Forms/DoD_Report_ 
Autism_.doc/DoD_Report_Autism_.doc. 


The  Department  proposes  a  change  in 
policy  and  a  demonstration  program 
under  the  Department’s  demonstration 
authority  under  10  USC  1092  to  expand 
the  availability  of  ABA  services  to  ECHO 
beneficiaries  with  autism.  The  change  in 
policy  would  expand  the  definition  of 
who  can  be  a  TRICARE-authorized  super- 
visory  ABA  provider.  The  demonstration 
program  will  permit  TRICARE  cost  shar¬ 
ing  of  services  by  ABA  tutors  under  a 
modified  corporate  services  model.  This 
policy  change  and  demonstration  will 
allow  military  families  to  make  more 
effective  use  of  the  special  education  ben¬ 
efit  in  the  ECHO  program. 

It  is  the  intent  of  the  Department 
that  the  provider  qualifications  set 
forth  for  the  ABA  Tutor  demonstration 
be  in  place  only  as  a  temporary  bridge 
until  national  standards  are  estab¬ 
lished  by  an  appropriate  nationally 
recognized  certifying  body  for  ABA 
providers.  To  this  end,  the  Department 
intends  to  support  nascent  efforts 
within  the  industry  to  accurately  and 
credibly  define  a  new  ABA  provider 
class  that  performs  “hands-on”  ABA 
services. 

The  Department  intends  to  retain 
the  ECHO  benefit  as  currently  outlined 
in  32  CFR  199.5,  except  for  the 
changes  in  provider  qualifications  that 
will  be  implemented  in  the  policy 
change  and  demonstration  program 
noted  above. 

The  Department  sought  family  input 
into  the  autism  services  plan  by  solicit¬ 


ing  and  carefully  reviewing  over  450  e- 
mails  sent  by  family  members  with  mili¬ 
tary  dependent  children  with  autism.  A 
“ChildrenWithAutism@tma.osd.mU”  e- 
mail  address  was  created  and  family 
members  were  asked  to  describe  person¬ 
al  experiences  that  would  help  planners 
understand  the  context  for  providing 
services  to  autistic  children  who  are  in 
active  duty  families,  as  well  as  their  prac¬ 
tical  recommendations  for  the  plan  itself. 
In  addition.  Department  officials  met  in 
person  and  by  phone  with  select  family 
members  on  a  number  of  occasions  dur¬ 
ing  the  plan  development  process. 

Finally,  family  members  met  with 
the  Principal  Deputy  Assistant 
Secretary  of  Defense  for  Health  Affairs 
and  the  Deputy  Under  Secretary  of 
Defense  for  Military  Community  and 
Family  Policy  in  a  “listening  session” 
for  five  family  members  nominated  to 
represent  the  Army,  Navy,  Air  Force, 
Marines  and  Coast  Guard  as  well  as 
three  family  members  representing 
national  military  organizations. 

Recurring  themes  identified  by  family 
members  were  organized  into  a  list  of 
discrete  issues  or  ideas  for  resolution  or 
exploration.  The  contributions  made  by 
family  members  in  writing  and  through 
face-to-face  communication  have  con¬ 
tributed  substantively  to  the  develop¬ 
ment  of  the  short  and  long-term  compo¬ 
nents  of  this  plan.  Specifically,  partici¬ 
pating  family  members  repeatedly 
emphasized  that  children  with  autism 
require  services  beyond  those  currently 
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available  under  ECHO  and  that  TRI~ 
CARE  requirements  for  ABA  providers 
are  too  stringent  Additionally,  partici¬ 
pating  family  members  were  afforded 
the  opportunity  to  review  and  comment 
upon  a  draft  of  this  report. 
Representative  examples  of  family  mem¬ 
ber  input  are  included  as  Attachment  3. 

Government  experts  in  policy  and 
operations  that  affect  the  nature  and 
delivery  of  services  to  children  with 
autism  were  engaged  on  a  frequent 
basis  over  several  months  to  review  a 
number  of  recommendations  both 
related  to  the  required  plan  and  those 
outside  its  scope.  Government  experts 
acting  in  their  official  capacities  who 
participated  in  the  development  of  the 
Report  to  Congress  included  representa¬ 
tives  from  a  number  of  offices  includ¬ 
ing?  the  TRICARE  Management 
Activity  (TMA),  Army  Office  of  the 
Surgeon  General,  Army  Exceptional 
Family  Member  Program,  Deputy 
Under  Secretary  of  Defense  for  Military 
Community  and  Family  Policy,  Navy 
Bureau  of  Medicine  and  Surgery,  United 
States  Coast  Guard,  DoDEA  (Education 
Directorate),  US.  Department  of 
Education  Office  of  Special  Education 
Programs,  and  the  Office  of  the  Air 
Force  Surgeon  General.  Additionally,  the 
former  Coordinator  of  Autism 
Programs  at  the  National  Institute  of 
Mental  Health  was  consulted. 

...TRICARE  will  modify  the  TRI¬ 
CARE  Policy  Manual  description  of  an 
authorized  ABA  provider  in  order  to 
expand  the  pool  of  TRICARE-author- 
ized  ABA  supervisors.  . . . 

Plan:  TRICARE  will  define  licensed 
andlor  certified  providers  within  the 
mental  health,  education  and  related 
fields  whose  training,  education,  and 
experience  are  compatible  with 
accepted  standards  for  ABA  supervi¬ 
sors  in  the  profession.  These  profes¬ 
sionals  will  have  the  opportunity  to 
become  TRICARE-authorized  ABA 
providers  under  the  ECHO  program. 

This  change  will  test  the  advisabili¬ 


ty  and  feasibility  of  permitting  TRI¬ 
CARE  reimbursement  of  professional 
providers  not  currently  authorized  to 
render  ABA  services  for  consulting, 
training,  behavioral  plan  development 
and  supervision  of  ABA  tutors.  2) 
Recognize  ABA  tutors  as  TRICARE 
providers:  The  Department  will  imple¬ 
ment  a  demonstration  project  to 
expand  the  pool  of  TRICARE-author¬ 
ized  providers  who  can  deliver  hands- 
on  services.  This  will  allow  TRICARE 
to  reimburse  ABA  “tutors.  ” 

Goal:  To  provide  a  temporary  bridge 
to  increase  availability  of  and  access  to 
ABA  services  for  TRICARE  beneficiar¬ 
ies  by  permitting  TRICARE  cost-shar¬ 
ing  for  ABA  services  when  provided  by 
individuals  recognized  as  ABA  “tutors" 
who  work  within  a  modified  corporate 
services  model,  implementing  a  treat¬ 
ment  plan  prepared  and  directed  by  a 
TRICARE-certified  ABA  supervisor, 
pending  development  of  nationally  rec¬ 
ognized  standards  for  ABA  tutor  train¬ 
ing,  knowledge  and  experience,  and 
state  regulation  and  oversight  of  indi¬ 
vidual  and  corporate  ABA  providers. 

The  proposed  “ABA  tutor"  demon¬ 
stration  project  is  seen  as  an  interim 
solution  to  a  problem  which  the  indus¬ 
try  itself  is  both  acutely  aware  of  and  is 
seeking  to  solve.  The  identification  and 
description  of  a  new  ABA  provider  class 
is  an  effort  most  coherently  and  com¬ 
prehensively  tackled  by  the  profession 
itself.  In  this  way  such  a  provider  class 
will  be  integrated  into  the  evolution  of 
the  profession  and  will  mature  as  the 
profession  matures.  The  potential 
impact  on  children  with  autism 
demands  nothing  less  than  a  thought¬ 
ful,  well-established  and  comprehensive 
process  for  determining  the  education, 
23  training,  experience,  supervision  and 
competency  standards  for  this  class  of 
providers.  Since  the  Department  has  an 
acute  need  for  ABA  providers  today,  and 
industry  implementation  of  ABA  tutor 
certification  will  likely  not  occur  until 
at  least  2009,  the  Department  will 


develop  TRICARE-determined  provider 
standards  now  -  consistent  with  our 
best  educated  guess  about  the  provider 
requirements  that  are  likely  to  be  adopt¬ 
ed  by  industry  in  the  future. 

A  number  of  recommendations  have 
surfaced  as  an  important  by-product  of 
the  effort  to  respond  to  Congress’s 
request  in  Section  71 7.  While  these  rec¬ 
ommendations  were  not  specific  to  the 
charge  in  the  congressional  language, 
the  Department  has  every  intention  of 
exploring  them  for  items  that  can  be 
implemented  within  existing  statute 
and  regulation.  Specifically,  the  ability 
of  families  to  access  the  respite  care 
benefit  available  through  the  ECHO  pro¬ 
gram  has  emerged  as  a  consistent  item 
of  concern  among  family  members  and 
their  representatives.  While  it  is  expect¬ 
ed  that  the  TRICARE  policy  modifica¬ 
tion  and  demonstration  project  in  and 
of  themselves  will  lead  to  increased  use 
of  the  ECHO  respite  benefit,  the 
Department  intends  to  carefully  review 
the  construction  of  this  benefit  and  con¬ 
sider  changes  that  are  necessary  to 
make  it  available  to  more  families. 

Other  concerns  identified  by  family 
members  that  merit  additional  consid¬ 
eration  by  the  Department  include  the 
perceived  lack  of  support  at  the  base 
level  for  families  with  autistic  children, 
the  stated  need  for  case  management  of 
autistic  beneficiaries,  and  assignment 
policy  based  on  special  education  needs 
of  the  service  member’s  dependent  chil¬ 
dren.  Still  other  significant  concerns 
noted  by  family  members  on  the  final 
page  of  Attachment  3  are  outside  the 
purview  of  the  Department  of  Defense. 
The  Department  intends  to  retain  the 
ECHO  benefit  as  currently  outlined  in 
32  CFR  199.5,  except  for  the  changes 
noted  in  the  demonstration  project 
described  previously.  TRICARE  will 
continue  to  work  with  Department  offi¬ 
cials  as  well  as  family  members  as  it 
explores  opportunities  to  improve  serv¬ 
ices  to  special  needs  children,  including 
those  with  autism.  • 
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The  Department  ef  Veterans  Affairs 

(VA)  and  the  Department  of  Defense  (DoD)  recently 
signed  an  agreement  to  provide  “federal  recovery  coor¬ 
dinators”  to  help  ensure  medical  services  and  other 
benefits  are  provided  to  seriously  wounded,  injured, 
and  ill  active  duty  service  members  and  veterans. 

The  agreement  puts  into  place  one  of  the  top  recom¬ 
mendations  of  the  President’s  Commission  on  Care  for 
America’s  Returning  Wounded  Warriors,  co-chaired  by 
former  Sen,  Robert  Dole  and  former  Health  and 
Human  Services  Secretary  Donna  Shalala. 

The  agreement  initially  establishes  that  the  first  fed¬ 
eral  recovery  coordinators  will  be  provided  by  VA  in 
coordination  with  DoD  and  will  be  located  at  top  mili¬ 
tary  treatment  facilities  throughout  the  nation.  They 
will  coordinate  services  between  VA  and  DOD  and,  if 
necessary,  private-sector  facilities,  while  serving  as  the 
ultimate  resource  for  families  with  questions  or  con¬ 
cerns  about  VA,  DoD,  or  other  federal  benefits. 

“This  agreement  ensures  our  nation’s  active  duty 
service  members  and  veterans  who  have  been 
wounded  receive  the  very  best  care  during  their 
recoveries,”  said  Acting  Secretary  of  Veterans  Affairs 
Gordon  H.  Mansfield.  “Service  members,  veterans  and 
their  families  can  be  assured  they  will  have  an  ulti¬ 
mate  resource  they  can  rely  on  whenever  help  is 
needed  from  VA  or  DoD,” 

Job  postings  for  the  new  positions  have  been  made  at 
http://www.va.gov,  with  the  first  10  federal  recovery 
coordinators  scheduled  to  be  hired  by  Dec.  1 .  Plans  call 
for  the  new  employees  to  be  trained  and  in  place  at 
four  of  the  military’s  major  healthcare  facilities  during 
January  2008. 

The  coordinators  will  ensure  the  appropriate  over¬ 
sight  and  coordination  is  provided  for  care  of  active 
duty  service  members  and  veterans  with  major  ampu¬ 
tations,  severe  traumatic  brain  Injury,  spinal  cord  injury, 
severe  sight  or  hearing  impairments  and  severe  multi¬ 
ple  injuries.  The  coordinators  will  also  work  closely 


with  family  members  to  take  care  of  services  and  needs. 

The  first  10  coordinators  will  work  at  military  health¬ 
care  facilities  and  at  any  other  locations  where  patients 
are  later  assigned.  They  will  be  located  at  Walter  Reed 
Army  Medical  Center  in  Washington,  D.C.;  the  Naval 
Medical  Center  in  Bethesda,  Md.;  the  Brooke  Army 
Medical  Center  at  Fort  Sam  Houston,  Texas;  and  Balboa 
Park  Naval  Medical  Center  in  San  Diego.  Additional 
recovery  coordinators  will  be  added  in  the  future  as 
needs  are  determined. 

The  coordinators  will  have  a  background  in  health¬ 
care  management  and  work  closely  with  the  clinicians 
and  case  management  teams  to  develop  and  execute 
another  major  recommendation  from  the  Dole-Shalala 
panel,  individual  federal  recovery  plans  for  the  wound¬ 
ed.  Those  plans  specify  what  services  are  needed 
across  the  continuum  of  care,  from  recovery  through 
rehabilitation  to  reintegration  to  civilian  life. 

The  coordinators  will  have  access  to  and  support 
from  the  VA’s  Under  Secretary  for  Health,  VA’s  Under 
Secretary  for  Benefits,  DoD’s  Under  Secretary  of 
Defense  for  Personnel  and  Readiness,  as  well  as  the 
commanders  of  facilities  where  service  members  and 
veterans  receive  treatment. 

“The  coordinators  will  have  the  training,  resources, 
and  support  from  the  highest  levels  of  VA  and  DOD  to 
help  remove  any  barriers  to  care  and  benefits  for  the 
service  members,  veterans,  and  their  family  members,” 
said  Dr.  Michael  J.  Kussman,  VA’s  Under  Secretary  for 
Health.  “VA  provides  the  best  healthcare  available  any¬ 
where.  This  will  ensure  returning  Global  War  on  Terror 
heroes  receive  the  care  they  deserve.” 

These  federal  recovery  coordinators  are  in  addition 
to  105  patient  advocates  VA  has  hired,  trained  and  put 
in  place  since  June  2007.  Those  advocates,  most  veter¬ 
ans  of  combat  in  Iraq  and  Afghanistan,  ensure  a 
smooth  transition  of  wounded  service  members 
through  VA’s  healthcare  system,  while  also  cutting  red 
tape  for  other  benefits.  • 
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